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ABSTRACT 
This study investigated the relationships between Aush-alian women's social-role and 
health careers. Most previous studies have used current-status measures of role 
participation. It is a premise of this stiidy that these current-statiis indicators are 
unsatisfactory because they poorly reflect social-role careers. As an alternative, this 
study adopted a life-course approach where early-adulthood social-role structures are 
thought to govern \he rest of the life course by conditioning the types of experience 
that people are likely to encounter, suggesting that there is a sti-ong emphasis on 
widespread patterns of maintenance and equilibrium that continuously convert 
circumstances from early to later life-course phases. 
The analysis primarily used Australian Family Project (AFP) data collected in 1986-87 
combined with follow-up data gathered in 1990 from women who were living in 
Sydney at the time of the first survey (n=291). Where possible a supporting analysis 
was carried out using AFP data for metropolitan Australia (n=1678). Respondents 
were aged between 20 and 59 years at the baseline. The health indicators of the study 
include histories of self-reported serious chronic disease, psychological distress (GHQ) 
and self-rated health. Social-role careers were reconstructed from recalled 
event-history data starting at exact age 20 years. 
The main results indicate that early-adulthood social-role careers are significantly 
related to subsequent social and health statuses. Regardless of cohort, women who 
experienced varied role combinations between the ages 20 and 29 years, in particular 
those spending most of this time not employed, tended to have a lower risk of chronic 
disease over the subsequent course of their lives than women who followed more 
uniform careers, especially those who spent most of their 20s employed while rearing 
children. Variability in women's social careers after age 30 years had little effect on 
chronic disease risk for the majority of early-adulthood groups, although women who 
delayed marriage and a 'traditional' career (not employed, married with children) until 
late in early adulthood substantially increased their risk of disease. In relation to 
psychological distress and self-rated health, women bom between 1946 and 1956 who 
followed a traditional career during most of their 20s tended to have higher levels of 
psychological distress and to rate their health worse at the time of the Follow-up 
Survey than their non-traditional counterparts. On the other hand, older women who 
spent most of their 20s in a traditional career tended to have the best mental health, 
while those who had three or more children rated their health the best. 
It was also found that chronic disease significantly affects role participation. 
Respondents who developed a long-standing chronic condition early in life were more 
likely to have had fewer children, and to have been separated, divorced or widowed. 
With regard to employment, the effects are more complex: for older women (born 
1926-46), the influence of chronic disease changes over the life course. At young ages 
those with a childhood chronic disease were more likely to have been continually 
employed while 'healthy' women were selected out of the work force to start a family. 
In contrast, middle age saw those with chronic disease more likely either to remain out 
of the labour force or leave it. The younger cohort (bom 1946-66) showed a 'healthy 
worker' effect much earlier than the older cohort: those who had a chronic disease 
were more likely to have remained out of the work force or experienced multiple 
employment-status transitions. 
In conclusion, the present study has offered an innovative approach to examining the 
relationships between social-role and health careers. The findings have provided 
support for the notion that early-adulthood social-role careers for women are 
important determinants of their subsequent health status; and that social selection 
occurs at most stages of the life course and is probably influenced by social and 
economic changes. Such findings have far-reaching implications in terms of 
government policies, suggesting that governments look beyond the socio-economically 
disadvantaged to broader indicators of women's social careers. In relation to research, 
advancing technology, and larger and more comprehensive longitudinal data sets will 
enable other life-course studies to bring us closer to understanding why and how 
social forces are associated with the health status of people. 
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CHAPTER ONE 
THE SCOPE OF THE STUDY 
The Scope of The Study 2 
This study investigates the relationships between social-role and health 
careers for women in Australia, offering a life-course methodology that 
incorporates the dynamic nature of the associations. Historically, most of 
the research examining social roles and health status for women has been 
driven by the recent influx of western women into the paid work force 
where it was initially hypothesized that women occupying 'multiple' roles 
experience role overload and consequently have poorer health status than 
those occupying fewer roles (Haw, 1982; Haynes and Feinleib, 1980; 
Verbrugge, 1983). The vast majority of these studies used cross-sectional or 
prospective approaches. It is expected that findings from the present study's 
life-course methodology will substantially improve our understanding of 
social processes that lead to health outcomes, and the influence of health 
status on social-role participation. In addition, this knowledge is expected to 
provide some insights into the effects of social and economic changes on 
social-role and health careers. 
In Australia, the types of social and economic change include an increase in 
the proportion of women completing their higher school certificate (Polwes, 
1986; Jones, 1987; Santow, 1989); a larger proportion delaying first marriage 
or choosing not to marry (Bracher, 1988; Carmichael, 1990); a greater 
percentage having only one or two children (Australian Bureau of Statistics, 
1988a)i; a significant rise in the proportion of married women divorcing 
(Carmichael and McDonald, 1986)2; a larger percentage of women living in 
atypical household types, such as in de facto unions, group housing and 
with children only (Bracher and Santow, 1988); and an increase in the 
proportion of women participating in the labour market. The largest 
growth in the labour force has been for women aged 20 to 59 years, with 
most of the rise being attributed to married women (Gregory et al., 1985; 
Bracher, 1988; Santow, 1989). In August 1991 the labour-force participation 
rate for these married women was 52 per cent (Australian Bureau of 
Statistics, 1991), with 46 per cent of those employed working part-time. Over 
1 The Australian Bureau of Statistics (1988a) reports that the total fertility rate has fallen 
from an average of 3,412 children per 1,000 women in 1956-1960 to 1,840 children per 1,000 
women in 1988. In addition, since about 1976 net reproduction rates have stayed well below 
replacement. 
2 Carmichael and McDonald report that from the mid-1960s to the late 1970s the 
cross-sectional risk of divorcing within 30 years of marriage rose from 10 per cent to almost 40 
per cent. Note that these percentages are calculated from synthetic cohorts and therefore are 
only estimates. The ciimulative divorce rate from actual marriage cohorts of women married 
in the 1960s was around 21 per cent in 1986. 
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the last 15 years unemployment rates for women have been relatively high, 
mostly above seven per cent (Australian Bureau of Statistics, 1991). 
Despite the large shifts in the timing of events and combinations of social 
roles, the evidence is conclusive that within major roles there have been 
only minor changes to the responsibilities and tasks that Western women 
have traditionally undertaken. At home they are still primarily responsible 
for maintaining the household and caring for children (Davidson and 
Cooper, 1984; Bittman, 1991). In the labour market they have continued to 
work in female-dominated occupations concentrated around clerical and 
personal service work. There have been gains in professional occupations, 
and some inroads into non-traditional jobs (Australian Bureau of Statistics, 
1990a). Overall, however, women are continuing to work in lower-paid, 
routine jobs, typically classified as "women's work". 
Governments have recognized the potential for significant health reactions 
to recent social changes (Davidson and Cooper, 1984); for instance, the 
Australian government in its March 1989 National Women's Health Policy 
emphasized the need to investigate women's health in a changing society. 
The goal of the policy is to improve the well-being of all women, with a 
focus on those most at risk, and to encourage the health system to be more 
responsive to the needs of women. The priority health issues are 
reproductive health and sexuality, the health of ageing women, women's 
emotional and mental health, violence against women, occupational health 
and safety, the health needs of women as carers, and the health effects on 
women of sex-role stereotyping . The policy recognizes that health is 
determined by a broad range of social, environmental, economic and 
biological factors, and that differences in health status and health outcomes 
are linked to gender, age, socioeconomic status, ethnicity, disability, location 
and environment. It also recognizes that a women's health policy must 
encompass the whole life-span, and reflect women's various roles in 
Australian society, not just the reproductive role. 
Findings suggest that some health indicators measured over the last 30 years 
depict worsening health for women (Weissman and Kleiman, 1977; 
Verbrugge, 1983; Davis and George, 1988). For example, in the United States 
of America the proportion of women with a 'limiting chronic condition' 
has risen steadily since 1957, especially at ages 45 to 64 years 
The Scope of The Study 4 
(Verbrugge, 1983). Similarly, in Australia there is some evidence to suggest 
that over the last 15 years there have been increases among women in the 
incidence of accidents, heart disease, cancer and mental disorders 
(Australian Bureau of Statistics, 1988b and 1988c). In addition, Australian 
women have increased their use of tranquillizer drugs and consumption of 
alcohol and tobacco (Davis and George, 1988). However, women are living 
longer than before (Lopez and Ruzicka, 1983; Australian Bureau of Statistics, 
1984; Davis and George, 1988). The opposite trends found in morbidity and 
mortality patterns^ are probably the result of three causes. First, the 
compensatory effect — as a population's mortality profile improves, its 
health profile will deteriorate since more people who are ill have deferred 
death (Gruenberg, 1977). Secondly, if chronic conditions are diagnosed 
earlier, then people take curative action sooner, and therefore they enhance 
their chances of survival and increase the levels of reported disease. 
Finally, the rise in morbidity may be the result of an increase in 
environmental hazards or social circumstances that are harmful to health 
(Verbrugge, 1983). 
The relationships between a variety of health measures and social roles 
(including employment, marital and parental statuses) have been examined 
mainly for women in North America. Similar to the investigation of the 
relationship between occupational status and health indicators, the study of 
social roles supposedly distinguishes between groups of women exposed to 
different health risks. The findings, however, have been inconsistent. As a 
result, there have been various theories about the antecedents experienced 
within social roles groups that are likely to effect health status. For example, 
on one side there is a group of researchers seeking to support the notion 
that being a mother employed in the labour force is extremely stressful and 
associated with a high risk of poor health (Haw, 1982; Gore and Mangione, 
1983; Verbrugge, 1983; Lee, 1987; Ross and Mirowsky, 1988). Another group 
supports the belief that conditions associated with paid employment 
enhance the health of married mothers since the privileges, resources and 
rewards of 'multiple' roles outweigh the negative aspects (Sieber, 1974; 
Thoits, 1983; Waldron and Jacobs, 1989). 
3 Of the major chronic diseases cancer is the one exception where both mortality and 
morbidity patterns have shown a recent increase. 
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A relatively large proportion of Australian women feel that they are 
experiencing stress, that they need more help to manage it, and that stress is 
one of the major health problems for women (Redman et al., 1988). 
However, the notion of stress is vague, and it is considered a process rather 
than a definable entity. House (1974) summarized the process into five 
domains: social conditions conducive to stress; perceived stress; responses 
to stress; outcomes; and conditioning variables. It is believed that within a 
social context circumstances arise that cause physiological or psychological 
reactions which, when maintained over a prolonged period, result in 
negative health outcomes (Pearlin, 1989). 
Stress theory is only one of a number of explanations that could be the 
underlying cause of relationships found between social roles and health 
status (Waldron, 1980). For example, chemical and physical hazards or 
life-style factors or social selection"^ also may explain why women occupying 
particular social roles have poorer health than others. Regardless of 
underlying causes, it is argued in this study that researchers who have 
examined the health consequences of women's social roles have used 
methodologies that are too limited to draw strong conclusions about their 
hypotheses. For instance, it is believed that most research designs have not 
adequately separated social causation from social selection; while their 
measures of social-role involvement contain high levels of within-group 
heterogeneity that probably mask important associations with health 
indicators. 
As an alternative to conventional approaches, this study has adopted a 
life-course perspective because it is expected that early-adulthood social roles 
govern the rest of the life course by conditioning the types of experiences 
likely to be encountered, including health outcomes (Spilerman, 1977; 
Abeles et a l , 1980; Waite, 1980; Van Velsor and O'Rand, 1984; Hogan and 
Astone, 1986; Rosenfeld and Spenner, 1988). Such a perspective implies that 
individuals assess and react to new situations in light of their past 
circumstances, with the development of the life course perceived as 
4 Social causation suggests that social-role careers lead to health outcomes, while social 
selection emphasizes the effects of health on role participation. Also included in social 
selection are 'healthy worker' effects where 'healthy' people are more likely to be in 
employment than 'unhealthy' people. For instance, it is thought that 'unhealthy' women 
either do not join the labour force or leave employment after developing a health condition 
(Verbrugge and Madans, 1985). 
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cumulative, furnishing people with lessons, liabilities, and resources that 
influence the way they age and meet the realities of life (Butler, 1975; Elder 
and Liker, 1982). From this viewpoint, an underlying cause, such as stress is 
conceptualized as a 'lifelong' process rather than a reaction to arbitrary 
periods of social-role participation, emphasizing the importance of the 
connections between chronic strains and the extent to which experiences 
govern health status over the life course (Elder and Liker, 1982; Pearlin, 
1989; Moen et al., 1992). 
There is little detail about the specific early-adulthood social careers 
associated with women's health. Nevertheless, a life-course approach has 
the potential to deal with the complexities of women's social careers, and 
will provide a better methodology than other more narrowly focused 
models to test hypotheses about the dynamic nature of the processes leading 
to health outcomes (Moen et al., 1992). The general aims of the study are to 
examine social selection through the effects of chronic disease developed 
during childhood, young adulthood and middle age on social-role 
participation; and after reducing the effects of social selection, to investigate 
the relationships between social-role careers that start in early adulthood 
and subsequent health status (both physical and mental). In the last section 
of chapter two the main hypotheses of the study are outlined, incorporating 
expected birth cohort differences resulting from recent social and economic 
changes. 
A methodology has been developed using life histories which allows the 
reconstruction of the structure and duration of women's social-role 
participation within age-defined periods. For example, it is possible to 
determine the amount of time that women spent not employed in a paid 
job while married with children between the ages of 20 and 29 years. This 
early-adulthood career can then be linked to role participation during ages 
30 to 39 years, and so on to create a cumulative description of social 
experiences. The reliance on age periods also allows for a comparison 
between cohorts when they were at similar ages, providing some insights 
into the influences of social and economic changes. In relation to health, 
chronic disease histories were collected, and therefore hypotheses can be 
tested about the causal associations between social-role and health careers. 
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Given that women's life courses are complex, data collected using 
innovative and meticulous techniques were needed. As a result, the 
analyses are based on the 1986-87 Australian Family Project data that include 
recalled dates of women's transitions within key social statuses obtained 
during face-to-face interviews (Bracher, 1987). The Project was established 
by the Research School of Social Sciences of The Australian National 
University in 1985 to investigate the social, demographic and economic 
forces that have been changing the shape and nature of Australian families 
over the last generation. It collected limited data about the physical and 
mental health of women. A follow-up survey, therefore, was undertaken 
in 1990 that re-interviewed Australian Family Project respondents asking 
them again about social-role transition dates and their self-rated health; and 
for the first time inquired about the dates that they were diagnosed with a 
broad range of health conditions, and their current mental health. In 
chapter three these data sources are described in detail. 
The main measures of study are outlined in chapters four and five. In the 
first of these chapters event-history data are used to reconstruct women's 
social-role careers of employment, marital and parental statuses since they 
were exact age 20 years. In the next chapter the measures of health are 
investigated; they include diagnosed physical health conditions, 
psychological distress and self-rated health. In both chapters the indicators 
were obtained from self-reports, and where possible validity and reliability 
tests are performed. Furthermore, the components that women use to rate 
their own health are investigated in detail using specific health indicators 
and open-ended discussions with respondents about their health. 
In chapter six the social-role histories and health measures are brought 
together to test the main hypotheses. Where appropriate, the analyses are 
stratified by cohort and age periods to show cohort differences and changes 
over the life course. In the first part of the chapter, the health consequences 
of social-role careers 'anchored' in early adulthood are examined, while the 
last section investigates the effect of chronic disease on role participation. 
The final chapter discusses the main conclusions and suggests implications 
for the future health of Australian women in a changing society. 
CHAPTER TWO 
SOCIAL ROLES AND HEALTH STATUS: 
A REVIEW OF THE LITERATURE 
5 CoVv.^ 
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2.1 Introduction 
Primarily in North America employment, marital and parental statuses 
have been the main social roles used to describe the social structures that 
influence health outcomes for women (Waldron and Jacobs, 1989). The 
theoretical framework supporting most of the research has come from stress 
theory (Gove and Geerken, 1977; Haw, 1982; Haynes and Feinleib, 1980; 
Pearlin, 1983). Until recently, major life events such as marital separation, 
divorce or loss of a job have dominated the stress literature (Makosky, 1982). 
The emphasis on life events followed on from 
First, the pioneering work of Hans Selye (1982) [which] provided an 
important theoretical foundation.... Second, in response to Selye's 
theoretical inspirahon, a method was developed to assess in seemingly 
simple and objective fashion the magnitude of eventful change experienced 
by individuals.^^^ Third, interest in research into life events was spurred by 
its early success in showing relationships between the scope of eventful 
change and various indicators of health (Pearlin, 1989: 244). 
CK'er the last 20 years the trend has moved away from Selye's (1956) original 
theory since it holds that all change is potentially harmful. Furthermore, a 
number of researchers have found that life events are less significant in 
their association with health indicators than measures of more chronic 
strains. For example, Makosky (1982) concluded that there are few 
relationships between life events and psychological s^nnptoms which 
cannot be subsumed under the effects of more stressful on-going life 
conditions. As a result, a greater focus is now placed on social conditions 
that are more chronic than life events, for instance high demands from a 
job and monetary' worries (House, 1974; Haynes and Feinleib, 1980; Haw, 
1982; Makosky, 1982; Avison and Turner, 1988; Pearlin, 1989). The theory 
that drives this shift is that social and economic circumstances shape 
people's perceptions and attitudes so that when a situation is confronted 
where their mode of behaving is insufficient the consequences of not 
adapting are detrimental to their health. Figure 2.1.1 presents a modified 
model of House's (1974) paradigm of stress research, showing the 
hypothesized processes that lead to various health outcomes (Haw, 1982). 
1 For example. Holmes and Rahe (1967) devised a simple inventor\' of recent life events. 
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Figure 2.1.1 
The stress process shown by Haw in 1982 
Note: Arrow-headed lines between boxes indicate presumed causal relationships. Dotted 
lines indicate an interaction between conditioning variables and variables at the beginning of 
the solid line 
A relationship between sodal roles and health status, however, may be 
explained, or partly explained by other causes associated with role 
participation. For example, chemical and physical hazards in the workplace, 
health-related behaviours, such as life-style factors and health service use, 
and social selection (Waldron, 1980). The weight given to stress theory 
originated from a belief that women working in a paid job while caring for a 
family experience high levels of stress, resulting in them developing a poor 
health status. Most of the research studies have not formally tested the 
processes shown in Figure 2.1.1 but instead have generated hypotheses 
about these causal links using findings from an analysis of the association 
between social roles and health measures. Some empirical evidence, 
however, suggests that life-style factors are less important than social 
conditions in health models (Blaxter, 1990). Also, there is a variety of 
anecdotal findings conveyed through the media, in which women describe 
the circumstances related to their role participation as extremely stressful, 
causing them psychological distress and feelings of exhaustion: these 
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reports imply that stressful conditions associated with social roles are a 
main cause of various health outcomes. Furthermore, factors such as 
lifestyle are probably closely related to stressful social circumstances, and 
therefore become part of the stress process. 
The majority of stress theories make no reference to the duration or period 
when the structure of social-role involvement is critical to the process, 
although most recently there has been a shift towards expanding the 
conceptualization of the stress process to include participation during early 
adulthood (Moen, 1992). The theoretical justification for the shift has come 
from life-course theorv which assumes that the effect of social careers on the 
w! 
quality of life starts early in life and accumulates over time (Hogan and 
Astone, 1986). Given the complexities of women's social careers (Abeles et 
al., 1980), it is argued in the present study that role involvement during 
early adulthood rather than participation at older ages better represents the 
social structures that distinguish betv\ e^en different social careers and health 
careers, and the processes that influence health outcomes. 
2.2 Social roles and the stress process: theoretical perspectives 
A number of different social-role combinations have been used to describe 
the health consequences of the stress process for women. In relation to 
negative consequences, the most common stress theor}^ is role overload 
based on a condition that exists when demands on energy and stamina 
exceed individuals' capacities making them increasingly susceptible to 
illness (Gove and Geerken, 1977; Pearlin, 1989). Overload may occur among 
mothers who are employed outside the home, or people involved in 
care-giving to seriously impaired relatives (Haw^ 1982; Ha\Ties and Feinleib, 
1980; MiUer et a l , 1979; Pearlin, 1983). Another commonly mentioned 
theory concerns role conflict: first there are interpersonal conflicts within 
role sets that entail problems and difflculties arising between the person's 
role and the complementar}' role performed by another (Pow^ell and 
Reznikoff, 1976; Gove and Geerken, 1977; Pearlin, 1989). For example, w^hen 
married women enter the labour force out of economic necessity, their 
inner conflict may increase if their husbands hold traditional gender-role 
beliefs and therefore resent them w^orking. The second t^-pe of conflict is 
intra-role conflict found at the juncture of different roles (Pearlin, 1983 and 
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1989). It deals with the incompatible demands of many roles, especially 
demands of work and family. Commonly individuals cannot satisfy the 
demands and expectations of one of these roles without forsaking the other. 
For example, women working outside the home also are generally expected 
to provide the primary care to the family and, therefore, they may have to 
curb the extent of their careers to suit their family's needs. On the other 
hand, the dual roles of money earner and primary carer of the family can 
create tension from the other direction, that is, the role of carer may need to 
suffer to ensure that there is economic security. 
In contrast to the notion that many social roles have negative health 
consequences, there is a theory that 'multiple' roles enhance well-being by 
reducing circumstances that produce stress (Sieber, 1974; Thoits, 1983). It is 
argued that the privileges, resources and rewards of multiple roles can be 
parlayed by the person into even more privileges, resources and rewards, 
thus outweighing the possible effects of role conflict and role strain. For 
example, the work role offers social contacts, income and self-direction. 
These resources can be used to meet obligations in other roles, for instance 
income makes the person more valuable to other role partners (Thoits, 
1983). Waldron and Jacobs (1988) believe that women are affected by 
detrimental and beneficial circumstances that include role overload, role 
conflict, social support and other protective resources. They expect that 
health outcomes depend on the balance between positive and negative 
effects so that the risk of poor health is substantially increased when high 
levels of stress are accompanied by low levels of protective resources. 
Researchers like Avison and Turner (1988) believe that specific stresses such 
as role overload and role conflict do not occur in isolation, but rather a 'life 
long' process operates that involves both chronic and acute stresses. They 
present a complex picture that contains a variety of relatively stable, 
continuing, disadvantageous life circumstances, including role-related 
stresses from enduring interpersonal difficulties mostly involving 
arguments or disputes with significant others that continue for considerable 
amounts of time and often result in a major life event. In his review of 
'The Sociological Study of Stress', Pearlin (1989) proposes that significant 
stressors rarely, if ever, occur singly. He emphasizes that a temporal order 
can exist where one event or chronic stressor can lead to another, and that 
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clustered stressors are likely to have originated in different institutionalized 
roles. He suggests that there are 'primary' and 'secondary' stressors where 
'primary' refers to those which are likely to occur first in people's 
experiences, such as stresses resulting from marriage or occupation. 
'Secondary^ stressors are a consequence of the 'primary' ones, but are not 
necessarily less potent. For example, divorce is likely to occur among people 
experiencing chronic strain from their marriage. In sum, these researchers 
have focused on the interrelatedness between more specific stress theories, 
and they believe that the complexities of the stress process make it difficult 
to tease out the relative contributions of particular types of stress. 
A few researchers are now borrowing from life-course theory to 
conceptualize the dynamic and complex nature of the social careers that lead 
to health outcomes. Originally, life-course theory was developed to explore 
within and between cohorts for variations in the timing, duration and 
sequencing of sodal and economic transitions (Spilerman, 1977). It assumes 
that people assess and react to new situations according to their personal 
biographies. The careers are perceived as cumulative, furnishing people 
with lessons, liabilities, and resources that influence the way they age and 
meet the realities of life (Butler, 1975; Elder and Liker, 1982). From this 
view, social careers are 'anchored' in early adulthood and built onto, where 
it is hypothesized that these formative years govern the rest of the life 
course (Spilerman, 1977; Abeles et al., 1980; Waite, 1980; Van Velsor and 
CyRand, 1984; Hogan and Astone, 1986; Rosenfeld and Spenner, 1988). 
Furthermore, it is believed that social careers at an early age not only predict 
social careers and subsequent social conditions, but also have far-reaching 
consequences in terms of physical and mental health, and major life events 
(Butler, 1975; Elder and Liker, 1982; Sorensen and Mortimer, 1988). For 
example, Voydanoff (1987) expects that young women beginning a work 
career while rearing children experience extreme levels of stress from role 
overload. The types of questions starting to be asked in the literature 
include: what is the relationship between 'multiple' roles in early 
adulthood and role involvement and health over the ensuing life course? 
Does the duration of particular roles over the life course, rather than the 
mere sum of roles, influence subsequent social role involvement and 
health? And is the timing or sequencing of roles related to health and 
social-role participation over the life course (Moen et a l , 1992)? It is 
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envisaged that answers to these types of questions will provide insights that 
help to further develop the social-stress process for women and hypotheses 
about causes of premature poor health. 
2.3 Health and the stress process: theoretical perspectives 
Figure 2.1.1 illustrates the broad range of expected reactions and outcomes to 
stress. Theories have concentrated mainly on circumstances that cause 
stress rather than particular outcomes; as a result, a wide range of health 
indicators have been examined, including measures of general health, 
chronic disease, acute illness and mental health, as well as, more specific 
conditions, such as heart disease, cancer and depression (Waldron, 1980; 
Makosky, 1982; Verbrugge and Madans, 1985; Eysenck, 1988; McKinlay et al., 
1990; Arber, 1991). The broad scope has mainly originated from the work 
done by Selye (1956). For instance. House (1974: 15) reported that 
stress may be a generic cause of many diseases, rather than a specific cause of 
only one .... This perspective is embodied in Selye's (1956) seminal work on 
stress. He saw a wide variety of environmental events or 'stressors' as all 
producing a single pattern of bodily reaction. There is an initial lowering of 
bodily resistance during which a variety of infectious diseases may develop 
... There follows an activation of bodily defence mechanisms characterised 
by arousal of the autonomic nervous system; adrenalin discharge; 
increased heart rate; blood pressure and muscle tone; and increased 
digestive secretion coupled with lowered levels of resistance to 
inflammation in the stomach. If this state is prolonged, it results in a wide 
range of what Selye termed 'diseases of adaptation' (e.g. cardiovascular-renal 
diseases, rheumatism and arthritis, ulcers, inflammatory and allergic 
diseases, etc.) - that is, diseases caused by the body's own attempts to adapt to 
stress rather than by external agent directly. 
Similarly, Sterling and Eyer (1981) found that when arousal is chronic, the 
high pressure causes damage which, in interaction with a variety of 
arousal-induced chemical changes, leads to end-stage diseases such as heart 
disease, stroke, and kidney disease. The biological causes of cancer and 
diabetes are not fully knowm but seem to be powerfully influenced by 
arousal-induced endocrine patterns (see also Eysenck, 1988). An argument 
contrary to a more generalist perspective is that specific outcomes of stress 
are related to particular social stressors, and therefore, health indicators that 
do not differentiate betw^een illnesses may lead to important associations 
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being masked. For instance, Brovv-n and Harris (1978) argue that different 
kinds of life events influence the onset of schizophrenia and depression. 
They believe that disorders are best combined only after it is established that 
conditions have aetiological factors in common. They expect that combined 
outcomes are more likely to identify only the broadest and vaguest social 
measures. A model that concentrates on a specific illness, however, is also 
at a risk of hiding important relationships because the social circumstances 
of interest are probably associated with other illnesses; therefore, ignoring a 
broad range of health indicators would reduce the measure of association. 
For example, suppose that employment is associated with a number of 
chronic conditions, including heart disease. If a researcher measured only 
heart disease then the relationship with employment would be partly 
masked by those employed who developed other types of chronic conditions 
being categorized with 'heal th/ women who were mostly not employed. 
House (1974: 16) stated: 
It would be useful, then, to have future research on social stress in relation 
to any chronic disease include, whenever possible, a variety of indices of 
physical and mental disorder. Only then can we learn more clearly the 
extent to which: (1) specific forms of stress relate to specific diseases, (2) 
different diseases result from the same kind of stress depending on other 
individuals, or (3) a general increase in aU forms of disease occurs in the 
face of occupational or other social stress. 
2.4 Women, social roles and health: empirical evidence 
Table 2.4.1 shows the range of study designs and measures used in the 
literature to investigate the associations between social roles and health. 
The majority of these studies have not examined the intermediate steps 
leading to health outcomes, and therefore can only hypothesize about 
causes (see Figure 2.1.1 for hypothesized steps). The table is not exhaustive 
since it has excluded the more specialized studies, such as those that 
investigated the stress associated with care-giving to the elderly, or 
particular occupational stress. Given the large volume of research and the 
present s t u d / s focus on linking social and health careers, it was necessary to 
leave out reviewing these more specific studies, but this does not suggest 
that they are less important. 
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Table 2.41 
Range of research designs and measures found in the literature examining 
social roles and health 
Study Design Measures 
Data collection Sample Support Social roles H e a l t h 
method variables 
i Cfpsg-gectiQnal 1 Sfix i Controls i Employment i General 
a. women and men a. age Stem? a. self-rating 
b. women only b. sodo-economic a. current-status b. indexes 
class b. prospective 
c birthplace c retrospective 
d. education 
ii Longitudinal ii Age range ii Stratification ii Marital status ii Chronic illness 
a. retrospective a. 18 years + a. age a. current-status a. general 
b. prospective b. middle age b. cohort b. prospective b. specific 
c combined c retrospective 
iii Cohorts i i i Psychosocial iii Parental status iii Acute illness 
a. 18-65 yrs at a. Type A a. no. of children a. general 
baseline behaviour b. ages of children b. specific 
b. middle age at b. Attitudinal 
baseline measures 
iv Other iv Role iv Mental health 
a. married only interaction? a. general 
b married with b. depression 
children 
V Number of roles V Health 
behaviour 
a. medication use 
b. health service 
use 
c risk behaviours 
vi Other vi Mortality 
interactions 
with social roles 
a. age 
b. home ownership 
c psycho-social 
variables 
The social roles typically examined are general indicators of status, such as 
employed or not employed. The wide range of health indicators shown in 
the table suggest that social roles conducive to stress may contribute to more 
than just illness. For example, people under stress may smoke cigarettes or 
adopt a poor eating behaviour as an outcome of their social conditions; or 
stress may increase the probability of a person having an injury or raise 
their susceptibility to environmental hazards. 'Support' variables have 
been used to standardize extraneous conditions, or stratify the population 
into more meaningful sub-populations. Also, researchers have combined 
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these measures with social-role indicators to examine health outcomes. For 
example, Arber (1991) found that housing tenure coupled with employment 
status was related to limiting long-standing illness, with unemployed 
women in government rented housing more likely to report a chronic 
condition. 
Most study designs have been cross-sectional, relying on current-status 
indicators. It has been shown that these types of measures have 
unreasonably large amounts of heterogeneity within groups. For example, 
Beatson-Hird and colleagues (1989) concluded that categories, such as single 
mothers, do not provide homogeneous groups and that the distribution 
within these types of categories ought to be carefully considered; while 
Abeles and colleagues (1980) showed that women within the same 
current-status groups have quite diverse social-role histories. In addition, 
the dynamic nature of the relationships between social-role and health 
careers has caused much concern over the causal interpretation of results 
from cross-sectional studies (Bartley, 1991). The majority of researchers 
would agree with Verbrugge and Madans (1985) t h a t w e cannot 
distinguish the impact of social causation and social selection in the results. 
We will offer opinions about those processes and their relative importance, 
but these are hypothesized reasons rather than demonstrated ones.' 
Consequently, many researchers expect that only longitudinal designs will 
provide the necessary temporal associations between social roles and health 
indicators to determine causal pathways. In the following review of 
longitudinal research, however, it is argued that studies ignoring the 
cumulative effects of role participation 'anchored' in early adulthood 
produce an inappropriate representation of the social structures that lead to 
various health outcomes because, sodal causation and social selection are 
complexly intertwined over the life course. 
Social selection 
Hu and Goldman (1990) investigated mortality differentials by marital status 
for women and men who were living in 16 developed countries over the 
last few decades from published vital statistics and census data. They found 
that, in addition to unmarried persons having higher death rates than those 
married, single and divorced people had more elevated death rates when a 
smaller proportion of the population were unmarried. It was concluded 
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that a selection process may be operating where poor health significantly 
contributes to being either never married or divorced. They acknowledged, 
however, that the results also might reflect the greater stress experienced by 
unmarried people when being single or divorced was rare. Avis and 
colleagues (1991) examined the relationship between widowhood and 
health: they had a cohort of 1700 North American women aged 45 to 55 
years at the baseline who were not widowed, and followed these 
respondents for five years. It was found that following the death of a spouse 
the proportion who reported psychological problems increased, while 
widows had similar levels of physical symptoms and overall health to the 
controls. They concluded that these results highlight the importance of 
controlling for pre-widowhood health status when studying the 
consequences of vddowhood. Such a conclusion supports Verbrugge's (1979: 
280) expectation that: '(a) ' r i sk/ lifestyles, partly caused by stress and 
unhappiness of marital dissolution; and (b) the inclusion of people whose 
poor health caused marital problems and subsequent divorce or separation, 
and who have difficulty remarrying'. 
Waldron and colleagues (1982) carried out a study on North American 
women in a cohort aged 30 to 44 years in 1967 and followed them until 1977. 
They found that women who reported poor self-rated health or activity 
limitation due to health were significantly more likely to leave the labour 
force and less likely to join it, suggesting a strong 'healthy worker' effect 
among middle-aged women. McKinlay and colleagues (1990) studied a 
cohort of women betvv^een the ages 45 and 55 years living in Massachusetts 
over a five-year period. Women who stayed employed over the five years, 
those who were intermittently employed and those who became employed 
showed a significant decrease in the reported physical and psychological 
symptoms. No net change was found in either physical or psychological 
symptoms for those who became unemployed or remained unemployed 
over the study period. They concluded that middle-aged women do not 
leave the work force primarily for health reasons. This conclusion, 
however, is not strong since chronic diseases probably have a lagged effect 
on leaving employment, and therefore, new symptoms (acute or chronic) 
are not needed for women to leave work because of their health. In a more 
detailed analysis using the combined effect of roles and stress from worry 
over someone, it was found that employed women were less likely to report 
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worse health, restricted activity days or chronic conditions, supporting a 
'healthy worker' effect. On the other hand, among women who were not 
employed, those reporting worse health were most often those whose 
husbands caused them to worry. McKinlay and colleagues suggest that 
further research is needed on the effects of a husband in the stress process 
for women. 
Among people with chronic disease, Yelin and colleagues (1980) concluded 
that employment status is complexly related to factors such as the job 
market and family circumstances. They examined the work patterns of 165 
men and women aged between 21 and 65 years who had rheumatoid 
arthritis. It was found that respondents who had received some sort of 
therapy were less likely to continue working over the study year, suggesting 
that treatment might be a sensitive index of disease severity, or that receipt 
of a therapy may legitimize the experience of pain and hence withdrawal 
from employment; or that therapy is inherently disabling with respect to 
employment. In relation to demographic characteristics, respondents who 
were ever married were more likely to leave employment than those never 
married, while occupational prestige was not significantly related to leaving 
employment. Yelin and colleagues believe that ever married persons have 
a greater diversity of financial support on which to rely, making it easier for 
them to leave the work force. 
Hartley (1991) in his review paper of 'Health and Labour Force Participation' 
states that even a visible health problem which may be regarded as not 
necessarily limiting activity, may under high unemployment conditions, 
put poor health sufferers at a high risk both of losing work and of 
difficulties in regaining it. He believes that longitudinal studies will 
eventually show a cumulation over the life history of relatively minor 
health problems leading to work insecurity and low pay. For example, he 
concludes: 
What begins as a minor but stigmatising health problem eventually does 
result in a health damaging experience in the labour market. The lower the 
demand for labour the more likely this is to happen. Health outcome will 
then be a result of the interaction of social and physiological processes, 
taking place within the context of changing social welfare and labour 
market policies (Bartley, 1991: 360). 
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Social causation 
Haynes and Feinleib (1980) carried out one of the first studies to look at the 
effect on health status of role participation over the life course. They used 
the Framingham study containing respondents aged 45 to 64 years in 1965-67 
who were followed for the development of heart disease over an eight-year 
period. Women were divided into groups according to the amount of time 
spent working after age 18 years, with those who spent one half or more of 
their lives employed classed as 'working women', and those who spent less 
than half as 'housewives'. Despite no control for social selection other than 
excluding respondents from the analyses who had heart disease before the 
time of the survey, it was found that 'working women' experienced more 
daily stress and marital dissatisfaction than 'housewives', and a weak 
tendency to have a higher incidence of coronary heart disease. After 
re-analysing their data, however, it was found in the present study that 
'working' women who were not employed when interviewed were 
significantly more likely to have developed heart disease over the period 
than 'housewives' and 'working' women who were employed (x^ = 8.01; 
d.f.=3; p < 0.05)2. It is possible that women who followed a work career and 
then left employment had experienced a major health problem before the 
survey since other studies have shown a strong 'healthy worker' effect 
during middle age. Furthermore, given that these women had worked 
most of their lives, leaving their job probably meant losing a large part of 
their social network, adding to their stresses and contributing to an 
increased risk of heart disease. This supposition implies that a broad range 
of health conditions should be measured over the life course rather than a 
specific illness developed within a particular period, and that the timing of 
illness episodes relative to role participation is extremely important to 
determine cause and effect. 
Haynes and Feinleib further reported that the onset of heart disease was 
almost twice as great among 'working' women holding clerical jobs as 
among 'housewives'; and disease rates were higher among 'working' 
women who had ever married, especially those who had raised three or 
more children. Also, 'working' women were more likely than 'housewives' 
2 Fifteen per cent of women 'working' who were not employed at the interview developed 
heart disease over the eight-year period compared to 6.4 per cent of those 'working' and who 
were employed at the beginning of the survey and 5.4 per cent of 'housewives'. 
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to report T>^e A behaviours (impatient or hurried behaviour, a strong 
orientation toward work responsibilities and task completion, and intensive 
competitive behaviour in situations that involve evaluation). Ha\Ties and 
colleagues (1980) using the same sample found that women who showed 
greater signs of T\^e A personalities, suppressed hostilit\^, tension or anxiety-
were significantly more likely to have developed heart disease than other 
women. They concluded that T\^e A behaviour and suppressed hostility 
may be involved in the pathogenesis of heart disease (see also Ivancevich 
and Matteson, 1988; and Eysenck, 1988). 
Makosky (1982) carried out a study exploring the relationships betv\'een 
chronic conditions and life events, and their relative contribution to the 
psychological distress experienced by low-income mothers of young 
children. She examined data collected in 1978 bv the Stress and Families 
Project from 43 families who were residing in areas of Boston where many 
low-income families lived. Using a psycho-social anthropological approach, 
the Project employed specially trained interviewers to visit and talk with 
assigned families at least once a week over several months. The topics 
covered during interviews included mental health, recent life events, 
enduring life conditions, daily routines, childhood histories, work 
experiences, dealings with social services and political institutions, 
experiences of discrimination, social relationships, parenting philosophies 
and practices, coping efforts, and nutrition. Makosk}^ found that aU of the 
mental health indicators continued to be significantly correlated with 
chronic stressors when 'event stress' (life events) was statistically partialled 
out; but none of the correlations of 'event stress' with the mental health 
measures w a^s significant when chronic stressors were controlled. She 
concluded that there is little relationship between events in general and 
psychological symptoms which cannot be subsumed under the effects of 
stressful life conditions; and that life events affect women's psychological 
well-being only when they alter enduring life circumstances. She suggests 
that further analysis of discrete events may be less fruitful than attempts to 
better quantify the stressfulness of on-going life conditions, or an 
investigation of the relationship between specific events and the conditions 
of people's lives. 
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In addition to finding a 'healthy worker' effect, Waldron and colleagues 
(1982) concluded that married women aged 30 to 44 years in 1967 and 
followed until 1977 showed no significant causal relationship betw^een 
labour force participation in 1967 and subsequent self-reported change in 
health. Furthermore, long-term employment yielded similar results; 
comparisons between married women who had been employed for 20 per 
cent or less of the time since leaving school and those employed 60 per cent 
or more showed no significant differences in self-reported health trends. 
Waldron and colleagues conclude by saying that some caution is needed in 
the interpretation of their results because their sample was limited to 
married women; health indicators were based on measures with 
questionable validit\^ and reliability; and a global health indicator may mask 
important relationships beUveen certain social conditions and types of 
illness. 
Using the same sample of married women over the period 1972 to 1977, 
Waldron and Herold (1986) moved away from studying the entire life 
course tow^ards a more conventional longitudinal approach. They found 
that employment status and attitudes toward employment interact to affect 
changes in self-perceived health. Women who remained not employed 
over the period and who had favourable attitudes towards employment in 
1972 were significantly more likely to rate their health as having got worse 
than those with similar attitudes about employment but who worked for at 
least 75 per cent of the time betw^een 1972 and 1977; on the other hand, 
women with neutral or unfavourable attitudes towards employment 
showed no significant differences betw^een employment statuses and change 
in self-assessed health. Furthermore women with self-reported limiting 
health conditions in 1972 were more likely to leave employment over the 
period, while those with a favourable attitude tow^ards employment, 
regardless of their health status in 1972, were more likely to join the labour 
force. They concluded that there are multiple causal relationships linking 
employment status, attitudes towards employment and women's self-rated 
health. 
At a later point, Waldron and Jacobs (1988) examined married and single 
women from the same baseline sample over the period 1977 to 1982 (aged 
40-54 years in 1977). It was found that women in good health (measured by a 
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22-item health scale) were more likely to join the labour force or stay in the 
work force over the five year period than those in poorer health, supporting 
a 'healthy worker' effect. Furthermore, after respondents were categorized 
according to their 1977 social roles, it was found that labour force 
participation had no significant effects on the change in health of married 
white women over the period after adjusting for their health status in 1977, 
while employment had significant beneficial health consequences for single 
white women, suggesting that employment may increase social support for 
single women protecting them against stressful social conditions outside of 
the work place (also see Waldron and Jacobs, 1989). On the other hand, 
employment had detrimental effects on the health of white collar married 
women, and a tendency towards beneficial effects for blue collar workers. 
Waldron and Jacobs concluded that the effects of labour force participation 
reflect a balance between beneficial effects (increased social support and 
income) and detrimental effects (occupational hazards, job stress, role 
overload and role conflict). They believe that this balance may be less 
beneficial for white married women than for blue collar married women 
because white collar married women often have husbands who are 
confidants, and thus these women may benefit less from job-related social 
support. Such a conclusion highlights the complex nature of the stress 
process. 
Waldron and Jacobs (1989) in another paper using the same sample 
concluded that, after adjusting for age, education, baseline health status, 
marital status and labour force status, multiple roles are beneficial to the 
health of women. This conclusion supports work done by Thoits (1983), 
who found that men and women occupying more roles had lower levels of 
psychological distress than those who had fewer role 'identities'. Waldron 
and Jacobs provided some caution with their conclusions since their 
analyses 'may underestimate the health effects on role status, because the 
measures of role status are imprecise in that they do not take into account 
possible changes in role status over the five-year follow-up interval' (role 
status was cross-sectionally determined at the baseline survey). Such a 
caution is well received since it is highly probable that social causation and 
social selection are complex and dynamic processes (Pearlin, 1989; Bartley, 
1991). 
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Hibbard and Pope (1991) studied a cohort of North American women aged 
18 to 65 years in 1970-71 who were followed for 15 years for the incidence of 
death or serious morbidity, including heart disease, stroke and 
malignancies. Social roles were classified according to respondents' 1970-71 
status: it was found that, after adjusting for age, education and initial 
ratings of health, employed women were less likely to die over the 15 year 
period than those not employed (relative risk = 1.7) but had a similar 
incidence of serious ilhiess. Overall, Hibbard and Pope concluded that there 
is some longevity health advantage associated with paid employment, with 
the combination of employment and domestic roles at least posing no threat 
to health. One of the main weaknesses in this study is the use of a broad age 
range and current-status measures of role participation: for example, 
employed women at age 18 years have vastly different attitudes and are 
under different stresses from employed women aged 25 years and 55 years. 
Another major weakness is the outcome measures; death, heart disease and 
stroke are age-related conditions, and therefore the study ignores possible 
health outcomes for young women. Finally, they used self-rated health to 
adjust for social selection: it is probable that women at certain ages assess 
their health using different components, and this may have weakened the 
control of social selection; for instance, young women may rely more on 
subjective feelings than actual illness to rate their health, while the majority 
of older women may perceive their health in response to actual disease 
(Blaxter, 1990). Furthermore, social selection may depend on the mere 
presence of a chronic health condition rather than its seriousness 
(Bartley, 1991). 
A life-course approach 
In the last few years role participation over the life course has been 
revisited, however this time, life-course theory rather than simply adding 
experiences has been used to develop a conceptualization of the processes 
leading to health outcomes. Moen and colleagues (1992) carried out an 
exploratory study examining the relationships between social integration 
(including role involvement) and various health indicators. They were 
mainly interested in the effects of social-role careers on health in later life. 
Panel data collected in 1956 and 1986 from a sample of 313 women who were 
wives and mothers in the baseline survey (82 of the original respondents 
had died by 1986). The ages of respondents in 1956 ranged from early to 
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middle adulthood, with an average of 35 years (s.d. = 6.7 years). The health 
measures included the duration from 1956 until the onset of a serious 
disease or disability 3; a measure of illness in 1956 or before; an indicator of 
functional ability in 1986; and a subjective evaluation of the respondent's 
health in 1986. The social-integration measures covered number of 
children, role involvements in 1956, and years employed, doing volunteer 
work, caring for others, caring for own preschoolers and married. Also 
included were some specific roles, such as membership of a club or 
organization in 1956, and indicators of role continuity. 
In relation to the associations between health indicators, Moen and 
colleagues found that women with health problems before old age 
(including childhood) were more likely to report less fimctional ability and 
a lower health appraisal in old age than those without early problems. This 
supports a cumulative, accentuation process, in which the least healthy are 
the most vulnerable later in life. With regard to multiple-role occupancy, 
the preliminary evidence supports '...the notion of the salutary e^^ects of 
social integration in earlier adulthood for subsequent health'. In the main 
results, however, they found that belonging to a club or organization in 1956 
was significantly related to the health indicators; while 'multiple' roles in 
1956 (without club or organization membership included) only had 
marginal effects on health outcomes. 
Other results showed that duration of care-giving had a slightly significant 
and negative effect on both health appraisal and functional ability in 1986; 
that the duration of marriage was positively related to functional ability; 
that working for pay intermittently throughout adulthood and leaving the 
labour force before age 40 years were negatively associated with functional 
ability; and that leaving the work force early and working continuously 
throughout adulthood were negatively related to health appraisal in 1986. It 
was concluded that preference and choice, as well as level of autonomy, may 
be important elements linking role attachments to health; and that 
satisfaction in a role rather than occupancy may be the key. 
The relative unimportance given to social-role participation, however, 
should be treated with caution because the analyses have some major 
3 The date of the first onset of a lasting debilitating illness or condition, such as a heart 
attack, stroke, cancer or arthritis was recorded using life-history data. 
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deficiencies. Respondents in the study varied considerably in their ages, and 
therefore the measures of role participation in 1956 contain women at 
different life stages. For example, employed married mothers in their 20s 
would be experiencing different stresses from those employed in their 40s. 
Furthermore, the sample is only representative of women who were both 
married and mothers during early or middle adulthood, making it difficult 
to generalize about the relative effects of 'multiple' roles since those that 
delayed childbearing and marriage have been ignored among younger 
women. 
Moen and colleagues also overlooked the social structure of role 
participation over time. For example, women who were divorced and 
worked in a paid job to maintain their family lived a different life from 
those who worked but had the support of a partner. Finally, the reliance on 
a cross-sectional measure of disability makes it difficult to distinguish cause 
and effect. For instance, the relationship between employment timing 
(leaving work before age 40 years) and functional ability in 1986 only 
adjusted for poor health in 1956 or before; the significant association 
between them, therefore may indicate either that chronic disease developed 
after 1956 and before age 40 years contributed to respondents leaving 
employment before age 40 years (Bartley, 1991), or that stopping work at a 
young age leads to poor levels of physical function and low self-assessments 
of health in old age. Similar 'two-way' explanations could be applied to the 
results for marriage and care-giving. This example highlights the fact that 
the temporal measurement of variables does not necessarily indicate the 
direction of causation. 
After an extensive search of the literature, there was no evidence that actual 
studies had been conducted that investigated the effects of early-adulthood 
role participation on subsequent health status for women. The main factor 
probably associated with the absence of such research is the relatively 
detailed data needed to record women's social-role and health careers over 
the life course. 
There have been a number of reviews examining findings from life-course 
research that investigated social or economic outcomes of early-adulthood 
careers (Hagestad, 1990; Hogan and Astone, 1986; Waite, 1980). Most of 
them agree that, despite increasing within group heterogeneity as the life 
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course unfolds, early-adult social roles provide an 'anchoring' point for 
subsequent familial and occupational careers. It is evident that people's 
lives are ordered by societal norms regarding age-appropriate behaviours, 
roles and statuses. Each society enforces its own schedule for the 
appropriate developmental process, with individuals internalizing 
normative timetables to describe themselves as either 'early', 'on-time' or 
'late' with regard to familial and occupational events. These timetables are 
embedded in each culture, structuring the ways in which individuals 
conceive of development and plan and interpret their own life course. 
The technical problems in looking at a number of age-related transitions are 
formidable, although not impossible. For example, a study by Abeles and 
colleagues (1980) investigated how people's adult lives are 'patterned', and 
how these patterns are related to their occupational achievement. Patterned 
refers to the varying paths and to the timing and the sequencing of the 
various roles and role transitions that comprise people's lives. As an 
indicator of these patterns, Abeles and colleagues followed the employment, 
marital and parental careers of North American men and women from age 
15 years to age 29 years. The resulting careers demonstrated how various 
careers can be interconnected, with early decisions and actions having major 
implications for subsequent options and accomplishments. As paths 
diverged, it become increasingly likely that individuals effectively lock 
themselves into or out of particular careers for the remainder of their lives. 
In relation to occupational achievement, generally the associations between 
early-adult careers and job prestige were weak. They did find, however, that 
early marriage or childbirth or a late entry into a first job tended to have 
negative consequences for women but beneficial effects for men. Early 
marriage or childbirth removed women from the labour-market and 
prevented them from continuing their education, although starting work 
before marriage did tend to increase job prestige. On the other hand, men 
were more likely to gain from a late entry into the labour market because 
most of them had obtained a higher educational level. 
Summary 
The literature shows support for social selection: there is some indirect 
evidence to suggest that a substantial proportion of unmarried women 
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either never marry because of chronic illness, or have a health condition 
before becoming divorced or widowed (Hu and Goldman, 1990; Avis et al., 
1991); and there is strong evidence of a 'healthy worker' effect, particularly 
among middle-aged women (Waldron et al., 1982). Factors nominated as 
contributing to chronically ill people leaving the labour market include 
their family circumstances, and the economy and job market (Bartley, 1991). 
Researchers describing social causation from longitudinal studies have 
provided a good base on which to build. For instance, the notion of 
'long-term' social conditions being associated not only with personality 
behaviours (Haynes and Feinleib, 1980) but also life-events (Makosky, 1982) 
emphasizes the complex and dynamic relationships that exist between them 
and health outcomes. Little can be said, however, about the particular 
social-role careers that lead to poor health outcomes. The classifications of 
role careers have similar heterogeneity and causality problems to those 
identified for cross-sectional studies. On the other hand, a life-course 
perspective, emphasizing the inter-relatedness of age-defined careers, may 
provide an approach that will adequately test hypotheses about 
relationships between social-role and health careers. 
2.5 The study's approach 
Figure 2.5.1 shows the present study's hypothesized model of the social 
process leading to health outcomes: the major differences between the 
model shown in Figure 2.1.1 on page 10 and the one below are the inclusion 
of a life-course framework and a mechanism for social selection. It is 
expected that there are significant benefits in adopting a life-course 
perspective because the complexities of the social causes associated with 
poor health should be mostly subsumed by early-adulthood social structures 
(Elder and Liker, 1982; Moen et al., 1992). For instance, within the model the 
'social process' initially identifies stressors related to role participation 
during early adulthood; this 'anchoring' period is then expected to govern 
the ensuing life course. 
It is hypothesized that social-role careers during early adulthood are 
associated with circumstances that cause psycho-physiological reactions over 
the life course, which in turn affect health status. 
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Figxiie 2.5.1 
Hypothesized social process leading to health outcomes for women 
Note: Arrow-headed lines between boxes indicate presumed causal relationships. Dotted 
lines indicate an interaction between conditioning variables and variables at the beginning of 
the solid line in predicting variables at the end of the solid line. 
The life course also is perceived as cumulative, and therefore directional 
changes over the ensuing life course within early-adulthood 'anchoring' 
careers may further influence health outcomes. This approach has meant 
that many relationships in the hypothesized process are unknown. As a 
result, a more exploratory type of analysis will be carried out to examine the 
added effects on health status of role involvement over the ensuing life 
course. 
The process has some conceptual similarities to the 'primary^ and 
'secondary" stressors identified by Pearlin (1989); and its aims contribute to 
Pearlin's call for alternative research: 
The careful study of stressors, then, should provide the researcher with an 
opportunity to learn something about social life as it bears on individual 
functioning. The sociological study of stressors can reveal the connections 
between social organizations and the organization of lives. To find these 
connections, however, we cannot treat stress as stemming from 
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unconnected happenings. Instead the antecedents of stress need to be 
understood in terms of process, whereby broad structured and institutional 
forces, constellations of primar}^ and secondary stressors, and widely shared 
values converge over time to affect people's well-being, (p.249) 
In relation to health outcomes, it is expected that stressors do not occur in 
isolation over the life course, and therefore it is probable that a broad range 
of health conditions are associated with a process that starts early in life. 
Particular social careers, how^ever, may accentuate certain types of stress or 
negative life-style factors, and as a result increase the risk of a specific health 
condition. Furthermore, health indicators, like physical disability, 
psychological distress and self-rated health may change in meaning for 
people over time (Elder and Liker, 1982; Blaxter, 1990), making it difficult to 
study such measures using a life-course perspective. 
The model shows a set of 'conditioning variables' that interact with the 
process. 'Uncontrolled' events, such as place of employment's closing 
down, are classed as conditioning variables that combine with women's 
social experiences or psycho-physiological levels to effect health outcomes. 
These events are distinct from those that are direct consequences of the 
process; in fact, an 'uncontrolled' event may interact with the process to 
cause other major life events. Other 'conditioning variables' include the 
effects associated with birth cohort. For instance, the recent dramatic social 
changes may have affected the nature of stresses or life-style factors with 
social roles for different cohorts, and influenced the composition of women 
within social-role careers. In addition to higher rates of divorce 
(Carmichael and McDonald, 1986) and a greater proportion of women 
delaying first marriage (Bracher, 1988), labour force participation of married 
women has been steadily increasing. 
In relation to attitudes towards gender roles, evidence suggests that two 
kinds of social change have taken place (Moen, 1992): 
(1) changes between cohorts where young people with more liberal 
orientations have replaced more conservative adults ('cohort 
replacement'); and 
(2) to a lesser extent, changes within cohorts where people of all ages have 
adopted attitudes about female employment that are more in harmony with 
the values of an increasingly egalitarian society (individual change). 
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The shifts are not surprising since the work that women do within the 
family is undervalued by western society: they receive no wage for it, 
whereas outside employment brings increased independence and financial 
reward. Consequently, young women appear to be less committed to 
traditional forms of family life, which place them in unequal, dependent 
situations (Worsley and Worsley, 1990). On the other hand, there still 
remains considerable concern about the harm that is done to preschoolers 
from the employment of their mothers. This concern is not likely to 
disappear as younger more liberal men and women replace their 
conservative elders (Moen, 1992). 
The complex nature of people's attitudes about recent social changes 
highlights a contemporary dilemma where household role strain is thought 
to be responsible for considerable levels of depressive symptoms; and 
paradoxically, the addition of occupational roles has been associated with 
better psychological well-being and physical health (Kandel et al., 1985; 
Verbrugge, 1983). Furthermore, in the past women who worked in a paid 
job while rearing children during their early-adulthood lived in a society 
that was less understanding of 'working' women, probably creating strain 
that was detrimental to their health. 
It is hypothesized that younger cohorts of women who spent most of their 
early adulthood not employed, married with children (a 'traditional' career) 
have a worse health status than their non-traditional peers and older 
traditional counterparts; and older cohorts of women who spent most of 
their early adulthood employed while rearing children have the worst 
health. 
The link going from health to the social process in the model further 
reinforces the dynamic nature of the process, with health conditions, 
especially chronic disease expected to influence the social process not only 
through the severity of the illness or disability, but also in combination with 
the 'conditioning variables', including the recent social changes. For 
example, over the last 20 years unemployment rates have had some 
substantial increases, and since about 1975 they have been above six per cent 
(see Appendix 2.B). Unlike in the past, this trend suggests that a 
competitive labour market exists that is likely to accentuate the 'healthy 
worker' effect for women (Bartley, 1991). 
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It is hypothesized that chronic disease affects marital status and 
childbearing, with poor health contributing to women never marrying, to 
married women becoming separated or widowed, and to a smaller number 
of live births. Also, it is hypothesized that younger cohorts experienced a 
'healthy worker' effect at earlier ages than older cohorts had when they were 
young; while middle-aged women demonstrate the strongest 'healthy 
worker' effect. 
To test the hypotheses in this study it is necessary to use a unique 
methodology that not only employs information about women's social-role 
and health careers, but also develops measures to deal with such detailed 
data. The approach adopted relies on recalled transition dates of major role 
changes and chronic disease onset, as well as cross-sectional indicators of 
mental health and self-rated health. Given the emphasis on early 
adulthood, a classification system was devised to create groups of social-role 
careers within age-defined periods. Using a variety of regression techniques 
(depending on the nature of the outcome indicator), tests are carried out to 
determine whether or not these role indicators are associated with the 
health measures. The types of relationships investigated include the 
influence of early-adulthood social-role careers on chronic disease, levels of 
psychological distress, and self-rated health, as well as the effect of chronic 
disease on role participation over the life course. It is expected that the 
results will provide new insights into the dynamic and complex social 
processes that lead to negative health outcomes. 
CHAPTER THREE 
THE DATA SOURCES 
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3.1 An overview 
Data used in the analyses were collected by the Australian Family Project 
(Bracher, 1987) and my own survey conducted in 1990 that followed up 
Sydney women from the Project's data, called the Sydney Follow-up Study. 
Figure 3.1.1 shows which respondents are examined in the analyses. 
Figure 3.1.1 
The 1986-87 Australian Family Project respondents examined in the present 
study 
Non-metropolitan 
dwellers (n=869) 
excluded from the 
present study 
Subset of metropolitan dwellers 
Sydney respondents (n=441) 
followed up in 1990 
yielding 291 participants 
Metropolitan dwellers 
(n=1678) included in 
the present study 
Non-metropolitan respondents^ were excluded from the present study. 
This choice was governed by a need to reduce the heterogeneity within the 
socially-defined groups to be used in the analyses. For example, women 
who were living in metropolitan areas were significantly more likely than 
women living outside major urban centres to have been employed, 
working in clerical positions and to have been never married or living in a 
de facto relationship; while they were substantially less likely to have been 
bom in Australia and to have had children, or likely to have had fewer 
children. There were, however, no significant differences between them in 
age. Thus, social behaviours and circumstances in metropolitan centres are 
1 Metropolitan areas or major urban centres were defined as regions that contained 100,000 or 
more people; while non-metropolitan areas had fewer than 100,000 people. 
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unlike those in less populated areas. Furthermore, most women had 
resided in similar communities to the ones they were currently in, with 
over three-fifths staying in the same geographic region since first leaving 
their parental home. 
Australian Family Project data set is used to measure respondents' general 
demographic characteristics, including age, birthplace, home ownership, 
employment status, educational attainment, occupations, marital status, 
childbearing problems and parental status; transition dates for marital, 
employment and educational status shifts, and children's dates of birth; and 
self-rated health. This information, however, needed to be supplemented 
with chronic disease histories and other health indicators so that the 
hypotheses of the study can be tested; consequently, the Follow-up Study 
was conducted. The main purposes of this second survey were to: 
(1) expand the 1986-87 data with more detailed data on work and family 
roles, social networks, personality, health risk factors, mental health, and 
chronic physical disease histories; 
(2) obtain information on self-rated health at a second point in time; and 
(3) collect life history information comparable to the 1986-87 data to fill the 
gap between the two surveys and provide data to carry out validity and 
reliability tests. 
An interview as opposed to a self-completion instrument was necessary to 
gather the 1990 data (see Appendix 3.A for the interview schedule), and 
therefore, a large sample was not possible. An estimate of the required 
sample size will vary considerably: the desired confidence interval, power 
of the statistical test, ratio of group sizes and the expected proportion 
'surviving' within a group contribute to determining an optimal sample 
size. Assuming a 95 per cent confidence interval and a power of 80 per 
cent,2 however, it was calculated that the minimum number of 
respondents within a group needed to be between 10 and 24, depending on 
the hypothesis tested. Given that the study's sample size was relatively 
fixed, it was expected that approximately 350 women would be needed to 
effectively test its hypotheses, although for some hypotheses smaller 
2 A confidence interval refers to 1-a (the probability of error), indicating the 'confidence' 
that the obtained estimate lies between the lower and upper bounds of the interval. The 
power of a statistical test refers to the probability of making a correct rejection of the null 
hypothesis (1-P). 
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samples would be adequate. For example, to test whether chronic disease 
early in life effects subsequent employment careers it was anticipated that 
approximately 125 women would be sufficient within a birth cohort: the 
estimate is based on a 10:1 ratio of women who did not suffer from an early 
onset of a chronic disease to those that did; a confidence interval of 95 per 
cent; and a power of 80 per cent. 
Sydney respondents from the Australian Family Project were selected for 
follow up because they make up a relatively large sub-sample (n=441) and 
they represent one-third of Australia's women living in major urban 
centres. Alternatively, a percentage of women could have been randomly 
selected from the national base. This method, however, was not practical 
because considerable expenditure of both time and money would have been 
needed to follow up an Australian sample, and it was felt that having a 
good representation of one city was better than a small number of women 
from each city. As a result, the Follow-up respondents represent women 
born between 1926 and 1966 living in private dwellings in Sydney during 
1986-87 and who were residing in Australia during 1990. 
3.2 The Australian Family Project metropolitan data 
The Australian Family Project collected retrospective and current-status 
information using face-to-face interviews from a nationally representative 
sample of women who were living in private dwellings in Australia during 
1986-87 (Bracher, 1987). Excluded were special dwellings, such as temporary 
and diplomatic residences, hospitals, defence establishments, and 
educational, corrective, charitable and other residential institutions. These 
special occupants numbered 682,000 in 1986 around Australia, representing 
4.4 per cent of the total population. 
The respondents constituted a one-in-1,000 sample of private households in 
metropolitan Australia. The sample was designed so that cities were 
self-representing; the major urban centres included Sydney, Melbourne, 
Brisbane, Adelaide, Perth, Hobart, Newcastle, Wollongong, Canberra, 
Geelong and the Gold Coast. Eligible women were 20 to 59 years old, and 
represented two-thirds of the Australian female population in that age 
range (calculated from the Australian Bureau of Statistics One per Cent 
Sample of the 1986 Census). Of eligible women identified, 1,678 completed 
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an interview, achieving an estimated response rate of 71 per cent (Bracher, 
1987)3 
Bracher (1987) found that the age distribution of the sample enumerated at 
the screening interview was not significantly different from that of the 
projected mid-1986 population, and that the age distribution of respondents 
was not significantly different from the enumerated sample. In the present 
study. Table 3.2.1 shows that the Australian Family Project respondents and 
women in the one per cent sample of the 1986 Census had similar 
proportions within most selected demographic characteristics; these 
similarities were supported by Kolmogorov-Smirnov two-sample tests 
using five-year age groups within categories that yielded no substantial 
differences. There was, however, a significantly greater proportion of 
women married with children amongst the Australian Family Project 
respondents than in the Census sample (x^ = 20.4; d.f. = 1; p < 0.0001, 
two-sample test). This finding supported the work done by Bracher (1987): 
he reported that there was a significant tendency towards women with a 
spouse present in the household to be more likely to respond. 
Since the characteristics associated with non-response are likely to have an 
effect on the distribution of various health indicators, a weight was used in 
the analyses to give a better approximation of population estimates than 
would be obtained with unweighted data: its application was reinforced by a 
low inefficiency (Korn and Graubard, 1991).^ The actual weight contained 
two terms: a non-contact weight that represented the ratio of the estimated 
number of eligible women in the Collection District to the number of 
women actually identified as eligible at the household listing stage; and a 
response imputation weight that took into consideration characteristics 
such as age, marital status and ages of resident children through a ratio of 
the number of women identified as eligible in the stratum who shared a 
3 This response rate was a conservative estimate because it incorporated assumptions about 
the number of eligible persons not identified because of non-contact or refusal to provide a 
household listing at the initial screening interview. The response rate based on identified 
eligible women was 76 per cent. 
4 An inefficiency estimate refers to the degree to which the sampling distribution is clustered 
about the true value for the parameter. In relation to weights, it is defined as 1 -
(SEunwtd/SEwtd)^ where SEunwtd ai^d SEwtd are the unweighted and weighted standard 
errors of the mean difference. In the present study an approximation of the inefficiency 
estimate was found to be nine per cent, suggesting that the weights were not variable enough 
to substantially affect the standard errors and power of the tests (see Appendices 3.D and 3.E 
for more detail). 
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particular set of characteristics to the number of women whose 
characteristics were actually recorded in an interview (Bracher, 1987). 
Table 3.2.1 
Summary table showing distributions for selected demographic 
characteristics of women from the one per cent Sample of the 1986 Census 
and the Australian Family Project Survey (AFP), metropolitan women 
Demographic 
characteristic by 
Sample! 
20-29 
Age (yrs) 
30-39 40-49 50-59 
Total 
% 
N2 Category 3 
% 
Age: 
Census 30.8 29.7 21.8 17.7 100 26134 100 
AFP 28.4 33.5 21.9 16.2 100 1678 100 
Marital status: 
married 
Census 21.0 33.5 25.7 19.9 100 17475 66.9 
AFP 20.4 36.3 25.6 17.7 100 1228 73.2 
never married 
Census 75.2 15.8 5.2 3.8 100 5195 19.8 
AFP 75.7 16.9 4.9 2.6 100 267 15.9 
separated/divorced/ 
widowed 
Census 13.5 31.6 27.7 27.2 100 3464 13.3 
AFP 13.1 38.8 21.9 26.2 100 183 10.9 
No. of live births: 
ncHie 
Census 66.3 19.2 7.7 6.8 100 6843 28.5 
AFP 67.9 20.6 7.4 4.1 100 418 24.9 
one or two 
Census 22.8 37.7 23.9 15.6 100 9860 41.1 
AFP 22.0 39.7 24.5 13.8 100 744 44.3 
three or more 
Census 5.7 30.3 33.2 30.8 100 7312 30.4 
AFP 5.6 35.1 29.8 29.5 100 516 30.8 
Employment status: 
employed 
Census 34.9 29.8 23.5 11.8 100 14831 58.1 
AFP 31.9 32.9 24.9 10.3 100 946 56.4 
not employed 
Census 24.9 29.7 19.7 25.7 100 10692 41.9 
AFP 23.9 34.3 17.9 23.9 100 732 43.6 
1 Data from the one F>er cent Sample represented women aged between 20 and 59 years who 
were living in private dwelling within metrofX)litan Australia. 
2 In the Census data unknown classifications were excluded. 
3 Represents the {percentage of women in each status for the samples. For example, 73.2 per 
cent of AFP women were married. 
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3.3 The Sydney Follow-up Study 
The pilot survey 
Two interviewers were trained at the beginning of April 1990. As part of 
their training, a pilot survey was conducted using 21 Canberra respondents 
from the Australian Family Project survey. The pilot test's three main 
objectives were to evaluate: a) the interview instrument, in particular the 
flow and wording of questions and reliability of responses; b) face-to-face 
versus telephone interviews; and c) other field procedures, including the 
letter of introduction, refusals and respondent migration. The major 
finding of the pilot survey was that telephone interviews offered more 
benefits than face-to-face conversations, being substantially cheaper, 
requiring less time and eliminating large amounts of travel. Furthermore, 
they reduced the problems associated with a male interviewer^ and the 
presence of other household members. The main survey, therefore, first 
approached respondents for a telephone interview. 
The main field procedures 
At the end of each interview during the Australian Family Project survey in 
1986-87 respondents were asked whether they were willing to participate in 
a future follow-up study, and to give their name, address, telephone 
number and an alternate contact. Of the 441 respondents from the Sydney 
sample, 14 per cent refused to participate further, leaving 379 to be followed 
up. 
The consenting women were sent an introduction letter in 1990 (see 
Appendix 3.B) to either the address given at the time of the first survey or 
an updated address found in the telephone book. Approximately one week 
later contact was attempted by telephone.^ In the five per cent of cases 
where telephone numbers were not available, the letter was followed up 
with one or more visit to the residence. 
A total of 169 respondents (45%) were no longer living at their 1986-87 
address. In an attempt to establish their whereabouts a hierarchical search 
5 Two-thirds of the interviews were conducted by myself. 
6 Batches of appropriately 50 letters were sent at one time to addresses fairly close to one 
another. Once the majority of these respondents had been interviewed the next 50 letters 
were sent. This method allowed a quick follow-up of letters and easy management of 
difficult areas or cases. 
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method was employed (see Appendix 3.C for more detail). This was the 
most time consuming part of the field procedures, with a considerable 
amount of time spent 'door knocking'. Of the 169 respondents who had 
moved, 64 per cent were located. Two-thirds of those found had moved 
within the Sydney region, while eight per cent were living in other 
metropolitan areas, 17 per cent shifted to less populated areas and ten per 
cent were overseas. The field work took nearly seven months, starting in 
May 1990 and finishing in November. Seventy-five per cent of interviews, 
however, were completed by August, with the average time to administer 
the questionnaire being 30 minutes (s.d. = 13 mins). 
Field outcomes 
Twelve women were omitted from the sample: 11 who were overseas and 
one who had died. Consequently, 367 respondents were eligible to 
participate. Of these women, 12 refused further involvement and 60 were 
unlocatable, leaving 291 who provided an interview. Thus, 95 per cent of 
identified women participated, with a conservative response rate of 80 per 
cent among those declared eligible.^ Overall, the 291 respondents yielded a 
conservative response rate of 45 per cent from the baseline sample. This 
Q 
was calculated on the basis of a 65 per cent response rate in 1986-87, an 86 
per cent consent in the first survey to be followed up at a later date, and an 
80 per cent response in 1990.^ 
Follow-up respondents were not significantly different from baseline 
Sydney respondents with regard to age, birthplace, educational attainment, 
employment status, occupational class,^^ work history, income,^^ age first 
left home, marital status, marital history, household composition, number 
of children, timing of births, self-rated health or migration history. 
Furthermore, they were demographically similar to the Census population 
of women living in both Sydney and metropolitan Australia 
7 TTiis was a conservative estimate since a proportion of those not located would have been 
ineligible. 
8 See footnote 3 for explanation. The response rate based on identified eligible women was 68 
f>er cent. 
9 Total response rate = 100 x 0.65 x 0.86 x 0.80. A less conservative estimate is 100 x 0.68 x 0.86 
X 0.85 = 50%. 
10 Occupational class was defined by the woman's occupation or her husband's if she was not 
working. 
11 Income was defined as money earned from a job. There was nine per cent missing 
information for women, and 20 per cent missing information on spouse's income from a job. 
Income therefore was not used in the main analyses. 
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(see Appendices 3.F, 3.G and 3.H). They were, however, significantly less 
likely to have been renting their residence in 1986-87 than baseline Sydney 
respondents, with the consequence of home ownership on a follow-up 
response related to birthplace. For instance, living in a rented house did not 
substantially affect the likelihood of a follow-up response among those born 
in Australia, while migrants who were renting in the baseline survey were 
significantly less likely to have participated in 1990 = 6.7; p < 0.01, 
one-sample test). The fact that a large number of these migrants could not 
be located in the Follow-up may indicate that some had left the country, and 
therefore, were not part of the target sample. Given that the combination of 
birthplace and home ownership is likely to be associated with health, and as 
a safeguard against possible biases, an interaction of these two variables is 
used as a control in the analyses. 
Table 3.3.1 shows selected birth cohorts and their corresponding age ranges 
at each survey. The average time between the two surveys was three years 
and 11 months, with a standard deviation of 4 months. 
Table 3.3.1 
The age of respondents at the times of the two surveys 
Age (Years) 
AFPl, metropolitan 
Sydney 
Follow-up 
Sydney 
Follow-up 
Approx. Australia 1986-87 1986-87 1990 
birth 
cohort Range Mean (s.d,) N Mean (s.d.) Range Mean (s.d.) N 
1956-66 20-29 24.9 (2.8) 477 24.9 (2.8) 23-34 28.9 (2.9) 87 
1946-56 30-39 34.8 (3.0) 562 34.8 (3.1) 33-44 38.8 (3.1) 97 
1936-46 40-49 44.5 (3.0) 367 44.1 (3.0) 43-54 48.0 (3.0) 60 
1926-36 50-59 54.8 (2.8) 272 54.8 (2.7) 53-63 58.8 (2.7) 47 
1946-66 20-39 30.1 (5.7) 1039 29.9 (5.8) 23-44 33.9 (5.8) 184 
1926-46 40-59 48.9 (5.8) 639 49.0 (6.1) 43-63 52.9 (6.1) 107 
1926-66 20-59 37.5 (10.9) 1678 37.1 (11.0) 23-63 41.1 (11.0) 291 
1 Australian Family Project 
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Despite the Follow-up respondents mostly representing the population, the 
small sample size may lead to imprecise estimates and reduce the power of 
the statistical tests to reject the null hypothesis when it is false. 
Consequently, group sizes in subsequent analyses have been carefully 
assessed; and decisions have been made about the types of hypotheses that 
can be tested and the level of caution that should be associated with any 
results produced. In addition, a nesting procedure has been adopted to 
increase group size and conserve degrees of f r e e d o m . 
3.4 Conclusion 
Table 3.4.1 summarizes the main measures available for each set of 
respondents. When the information collected in the Australian Family 
Project survey was combined with the data gathered in the second survey 
the 291 Follow-up respondents provided a rich data base allowing this study 
to: 
(1) examine the validity and reliability of recalled social-role transition 
since the same questions about selected transition dates were asked in both 
surveys, and current-status social roles from the first survey can be 
compared to reconstructed role participation at the time of the first 
interview using data from the second survey; 
(2) broadly measure health status, as well as the onset of chronic disease 
over the life course; and 
(3) develop a methodology and to some extent examine the relationship 
between social-role careers and health, especially the interplay between role 
participation and chronic disease over the life course. 
Table 3.4.1 also shows the limitations associated with the measurement of 
health in the larger Australian Family Project data set. Consequently, 
subsequent chapters are organized so that the analyses focus on the 
Follow-up respondents, and use the Australian Family Project's 
metropolitan data whenever possible to support or refute the mainstream 
findings. In most instances, SPSS release 4.0 (Norusis, 1990) is run to obtain 
the descriptive results; while LIMDEP release 5.1 (Greene, 1990) is used in 
the analytical analyses. 
12 A nesting procedure refers to the collapsing together of tvvo or more groups (being dummy 
variables of a measure v\ith k factors) when the combining of these groups does not 
significantly weaken the statistical fit of the model. 
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In sum, the unique demands of the life-course perspective adopted in the 
present study require social and health indicators that span long periods. 
The data sources employed in this study have such measures, and therefore, 
provide a necessary foundation for developing a methodology and to test its 
hypotheses. 
Table 3.4.1 
Summary of the main data sources used in the analyses 
Respondents S u p p o r t v a r i a b l e s S o c i a l roles H e a l t h 
Follow-up (n=291) Main Controls Emolovment status Chronic disease 
a. women a. age a. current-status a. current-status 
b. cohort aged 20-59 b. birthplace b. retrospective b. retrospective 
years in 1986-87 c home ownership c prospective 
d. occupational class 
e. personality 
f. health-related 
childbearing 
problems 
g- group membership 
Stratification Mental health 
a. cohort a. current-status a. current-status (GHQ) 
b. retrospective 
c prospective 
Student status Self-rated health 
a. current-status a. current-status 
b. retrospective b. prospective 
c prospective 
Parental status Health behaviour 
a. no. of children a. current-statiis 
b. dates of birth 
Australian Familv Project, • r h- 1 Emolovment status Self-rated health 
metropolitan {n=1678) a. age a. current-status a. current-status 
a. women b. birthplace b. retrospective 
b. cohort aged 20-59 c home ownership 
years in 1986-87 d. occupational class 
e. state of residency 
f. health-related 
childbearing 
problems 
a. cohort a. current-status 
b. retrospective 
Marital status 
a. current-statiis 
b. retrospective 
Parental status 
a. no. of children 
b. dates of birth 
CHAPTER FOUR 
A RECONSTRUCTION OF SOCIAL-ROLE CAREERS 
USING A LIFE-COURSE APPROACH 
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4.1 A life-course approach 
In this chapter a classification system is developed that uses dates of 
social-role transitions to determine the duration spent within combinations 
of marital, employment, educational and parental statuses over age-defined 
intervals. As an example of the detail that can be obtained from 
event-history data. Figure 4.1.1 shows the proportion of women in selected 
reconstructed social-role combinations within monthly intervals since exact 
age 20 years for three birth cohorts. The majority of women in the oldest 
cohort (born 1926-36) worked for pay until they married or had their first 
child and then stopped working until they reached about age 40 years.^ On 
the other hand, this trend progressively weakened with younger cohorts: 
instead they tended to remain in the labour force (typically working 
part-time) or leave employment for much shorter periods, as well as 
delaying childbearing. 
Ideally, researchers would like to use the duration, timing and sequencing 
of major roles over the entire life course to develop measures. The 
technical problems, however, in linking a number of age-related transitions 
are formidable (Abeles et al., 1980; Hagestad, 1990). Rindfuss and colleagues 
(1987) coded the sequences of role states over an eight year period in five 
categories: employment, education, home-maker, military and other. After 
using all eight points it took 1800 sequences to describe the experiences of 
women in their study. A variety of approaches have been adopted to 
classify women's social-role careers more parsimoniously. For example, a 
favoured method with regard to labour force participation was a 
dichotomous classification scheme that differentiated between those in the 
labour force and those not (Scanzoni, 1979; Smith-Lovin and Tickamyer, 
1981; Mott and Shapiro, 1982). Women were classified as either attached to 
the labour force for most of their lives, spending only short periods away 
from the market to bear children, or having left the labour force before 
beginning childbearing and never returning or returning at a much later 
1 It was found that, after controlling for birthplace and occupational class, there is a 
significant difference between cities in the amount of time spent working between age 20 to 39 
vears, with metrofX)litan New South Wales and Victoria containing women who had spent 
more time employed during these ages than women in other major urban centres. These 
differences are most probably a consequence of the availability of work for women in bigger 
cities and possibly a greater need to work. Younger cohorts had similar distributions between 
n-iajor urban centres. 
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Figure 4.1.1 
Percentage distribution of selected social-role combinations for 
women within three birth cohorts 
Born 1946-56 (n=97) 
Kev 
1 - Married: networking; 
children 
2 - Married; not working; 
no children 
3 - Married: working; 
children 
4 - Married; working; 
no children 
5 - de facto union 
6-Single 
100 -p 
E 90 -
R 80 -
C 70 -
E 60 -
N 50 -
T 40 -
A 30 -
G 20 -
E 10 -
0 -
10 15 20 25 
Born 1936-46 (n=60) 
30 
10 15 20 25 30 
Born 1926-36 (n=47) 
35 40 
10 15 20 25 30 35 40 45 50 
AGE (years) 
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date when children are grown. The notion of a dichotomy, however, has 
been rigorously contested because it poorly represents the diversity of 
women's careers, and therefore its groups contain unreasonable amounts of 
the within-group heterogeneity (Chenoweth and Maret, 1980; Gutek et al., 
1981; Sorensen, 1983; Van Velsor and O'Rand, 1984). 
As an alternative, life-course theorists have relied on a life-cycle approach. 
Typically, women have been classified according to the occurrence of role 
transitions. Voydanoff (1987: 87) reports that the most common groups of 
work and family role participation for women are: 
(1) conventional, in which a woman quits working when she marries or 
has children and does not return to work; 
(2) early interrupted, in which she stops working for childbearing early in 
her career and then returns; 
(3) later interrupted, in which she establishes a career, quits for a period of 
childbearing, and then returns; and 
(4) unstable, in which she alternates between full-time home-making and 
paid employment. 
Women can differ considerably, however, in the ages at which they 
experience these transitions. This situation makes the analysis of life-cycle 
groups cumbersome and difficult to interpret. Furthermore, many 
researchers have ignored the duration spent within roles. Van Velsor and 
O'Rand (1984) used similar categories to those described above and found 
that women within each group varied dramatically in the time spent within 
the nominated life stages. For instance, the average time spent childbearing 
for women categorized as 'interrupted work life' was 99 months with a 
standard deviation of 44 months. 
In the present study, a different approach is used that relies on a building 
process within age-defined periods starting with the duration of time in 
which women are exposed to combinations of work and family roles during 
early adulthood. Thus, instead of only focusing on role sequences to 
describe groups, this study also concentrates on role tenure. For example, a 
woman who worked until 21 years, then married and after a year had her 
first child and did not return to the labour force during her early adulthood 
would be classified as having spent most of that period not employed while 
married with children. This 'anchoring' classification then would be 
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further divided by the duration she spent in particular social roles during 
middle age and old age. Figure 4.1.2 shows a graphic representation of this 
methodological framework. It is expected that such an approach will reduce 
within-group heterogeneity; and provide an adequate representation of the 
diversit\^ of women's life-course patterns in a parsimonious way. 
Furthermore, age-defined groups allow for comparisons between cohorts 
when they were at similar ages, with shifts between successive cohorts 
probably reflecting the influence of social change (Elder, 1975). 
Figure 4.1.2 
The conceptual framework of the study's classification of social-role careers 
Early 
adulthood 
'anchoring' 
period 
Middle 
age 
Old age 
Note: Each box represents combinations of emplo\Tnent, marital and parental roles during the 
defined age period. For example, a box in the 'anchoring' period may contain a group of 
women who spent most of their early adulthood not employed while married with children. 
4.2 The validity and reliability of the event-history data 
Bracher and Santow (1991) have showTi that reconstructed fertility rates 
from the Australian Family Project data at a number of census years do not 
differ significantly from the corresponding census data. In order to test 
further the validity- and reliability of the recalled dates. Table 4.2.1 shows the 
agreement between current-status indicators from the first sur\Ty and 
equivalent reconstructed information obtained from the Follow-up Study. 
Generally, the recalled events reflect the 'true' circumstances: there is, 
however, among those employed slightly more variation between 
retrospective accounts of hours worked per week and actual time worked 
(see Qs 6 and 12, Appendix 3.A as examples), with recalled information 
having a tendency towards full-time status. The variation is most probably 
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due to measurement differences since recalls are based on respondents' 
perceptions of full-time and part-time hours while current-status 
A 
information is based on the actual number of hours worked. Furthermore, 
there is some evidence from an analysis of the Australian Family Project 
data to suggest that reconstructed employment statuses tend to slightly 
under represent those out of work at a particular time in the past (see 
Appendix 4.A). The employment histories collected in the Project are not 
complete in that breaks in employment were defined as being of at least six 
months in duration (see Q.6(d) Appendix 3.A as an example). Given that 
most women's employment careers are complex, the good agreement found 
between employment measures in the present study suggests that the work 
histories obtained in the two surveys are adequate reconstructions of actual 
employment status over the life course. 
Table 4.2.1 
The agreement between 1986-87 current status data and recalled 
information from the 1990 Follow-up Survey for selected demographic 
characteristics (n=291) 
Relationship Coefficient 
1986-57 employment status by a reconstructed 1986-87 employment 0.771 
status from retrospective 1990 data (full-time vs part-time vs not 
employed 
1986-87 marital status by reconstructed 1986-87 marital status from 0.951 
retrospective 1990 data (with spouse^ vs single) 
Number of children at home in 1986-87 by a recall from 1990 data of 0.912 
children at home in 1986-87 
1 Kappa coefficient 
2lntra-class correlation coefficient 
Spull-time in 1986-87 was working for 35 hours or more per week 
4Spouse includes formal and informal relationships 
Table 4.2.2 shows the agreement between recalled dates of selected major 
events before 1986-87 obtained from the two surveys.^ The results shown in 
2 Data from metropolitan respondents in the Australian Family Project provided similar 
results current employment status was compared to a forward construction of employment 
status. 
3 To reduce resp>ondent burden during the 1990 interviews work histories and children's moves 
before 1986 were not asked about. 
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the table suggest that recalled dates are extremely reliable: the slightly 
higher variation in the date when respondents started living with a spouse 
is related to the commencement of de facto relationships. 
Table 4.2.2 
Intra-class correlation coefficients for selected dates before 1986-87 showing 
the relationship between responses from each survey 
Event prior to Australian Family Project Survey 
PI N 
Date of birth 0.998 281 
Date first left parent's home 0.96 208 
Date father died 0.97 89 
Date mother died 0.95 57 
Date started living with spousei 0.91 244 
Date married 0.98 217 
1 Spouse includes informal and formal relationships 
In conclusion, it is evident from the above findings that the time devoted to 
obtaining quality interviews has resulted in valid and reliable recalled 
information on respondents' past social roles. 
4.3 The measurement of social-role careers 
Women's role participation over their life course was split into four age 
groups: 20 to 29 years; 30 to 39 years; 40 to 49 years; and 50 to 59 years. 
Given that people's lives are significantly affected by societal norms in 
relation to age-appropriate behaviours and roles (Hogan and Astone, 1986), 
it was thought that role tenure during these periods would capture the 
age-graded paths that AustraHan women follow (Young, 1978). A data 
matrix was created for each respondent that contained estimates of the 
amount of time spent in various combinations of work and family states 
within these ten-year periods."^ Table 4.3.1 shows the maximum number of 
role combinations; for example, cell 'V represents the amount of time spent 
not employed, with no children, single and not in an educational course. 
Furthermore, these cells could be collapsed so that broader combinations 
could be examined. For instance, by adding together cells '1' to '18' an 
4 I wrote a FORTRAN program that went through each month of a respondent's life since 
exact age 20 years determining the various roles she was playing and then summing these 
over ten-year periods. For incomplete periods a proportion of the time since the previous 
period was obtained that could later be converted to actual years if desired. 
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estimate of the amount of time spent single could be obtained for each 
respondent during her 20s, 30s, 40s or 50s, depending on her age at survey. 
Each of the four 54 cell matrices were linked to the main data file. Also, the 
employment and marital statuses at exact ages 20, 30, 40 and 50 years, and 
the number of transitions within each period were combined with the data 
file. 
Table 4.3.1 
A representation of the data matrix for a selected period showing the 
different combinations of work and family roles 
Marital 
status 
Education 
courses 
Not employed 
Employment Status 
Working part-time Working full-time 
no 
child 
Yoimg. 
child 
< 5 
Young, 
child 
> 5 
no 
child 
Young, 
child 
< 5 
Young, 
child 
> 5 
no 
child 
Young. Yoimg. 
child child 
< 5 > 5 
Single out 1 2 3 4 5 6 7 8 9 
in 10 11 12 13 14 15 16 17 18 
Married out 19 20 21 22 23 24 25 26 27 
in 28 29 30 31 32 33 34 35 36 
de facto out 37 38 39 40 41 42 43 44 45 
in 46 47 48 49 50 51 52 53 54 
Note: Numbers identify the cells of the matrix; for example, '1' depicts the time spent in the 
selected period single, out of education, not employed and childless. 
The period between ages 20 and 29 years was used to 'anchor' careers. This is 
the time when the vast majority of Australian women experience dramatic 
changes to their employment, marital and parental statuses. Based on the 
work of Abeles and colleagues (1980) where they found that most of the 
major decisions concerning 'careers and patterns of life' occurred before age 
30 years, the present study's chosen age period was considered an 
appropriate anchoring point to describe the start of women's social-role 
careers. Furthermore, it was thought that the period was of sufficient 
duration to the capture the effect of recent social changes on role 
participation. The youngest women bom between 1956 and 1966 (aged 20-29 
years in 1986-87) were excluded because it was thought that they had not yet 
lived long enough to permit an adequate description of their 'anchoring' 
careers. Of the remaining respondents. Table 4.3.2 shows the groups used to 
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represent their early-adulthood careers and predict subsequent role 
participation: women were categorized according to the amount of time 
they spent (five years or more versus less than five years) employed 
(including studying) or not working while married (including de facto 
union) or single (including never married, separated or divorced) and 
childless or with children. Such a categorization of social-role careers is not 
simply an interaction of time spent within a particular role by time spent 
within another role. The last three categories in the table contain 
respondents that followed more variable combinations of social roles since 
they did not spend five years or more in any of the possible role 
combinations: to obtain finer gradings, these women were grouped 
according to the duration that they spent employed and the time they spent 
with children during their 20s (the majority had spent most of their 20s 
married). 
Table 4.3.2 
Percentage distribution of early-adulthood social-role careers for two cohorts 
of Australian women 
Social-role participation for 5 or more years in 20s 1946-56 
(n=97) 
Cohort 
1926^6 
(n=107) 
Fmploved, married with children 6.7 9.2 
Not employed, married with children 23.9 31.9 
Fmploved, married and childless 22.2 7.0 
Fmploved, single and childless 23.9 20.2 
Varied combinations but mostly employed and mostly 
with children 9.2 11.6 
Varied combinations but mostly employed and mostly 
childless 13.3 10.3 
Varied combinations but mostly not employed 0.8 9.8 
Total % 100.0 100.0 
Table 4.3.2 also indicates that the distribution of social-role careers was 
significantly different betw^een birth cohorts (x^ = 17.0; d.f. = 6; p < 0.01). 
Women bom betv\'een 1946 and 1956 tended to have a higher proportion 
who spent most of their 20s employed, married and childless than the older 
A Reconstruction of Social-Role Careers 53 
cohort had at similar ages. On the other hand, women born between 1926 
and 1946 had greater percentages who spent most of their 20s not employed, 
married with children or who experienced varied role combinations but 
spent a large amount of their 20s not employed. These shifts between 
cohorts probably reflect the recent social changes, and support the findings 
shown in Figure 4.1.1 from aggregated data (p. 46). 
Appendices 4.B to 4.H show that the Follow-up respondents are similar to 
the national sample in the time they spent within social roles over the life 
course. There are, however, three exceptions: unlike the Australian Family 
Project respondents, the Follow-up sample does not have anybody who 
spent five years or more single with children. This difference was expected 
since there is only a small number of women in the Australian Family 
Project sample who had experienced this early-adulthood career. The other 
two exceptions concern the older cohort (bom 1926-46): a number of 
social-role groups within the Follow-up Sample contain respondents who 
tended to have spent longer periods employed over the life course, 
especially in full-time employment than their Australian colleagues in the 
Family Project (see Appendix 4.H). Such a finding supports the aggregated 
analysis associated with Figure 4.1.1 on pages 45 and 46.5 Older women from 
metropolitan New South Wales (including Sydney) and Victoria were 
significantly more likely to have spent longer periods employed than those 
from other less populated states and territories of Australia. Finally, 
women from the Follow-up sample who spent most of their 20s employed 
and married with children tended to have spent more time married than 
their Australian counterparts. 
In comparison to the categorization system used by Van Velsor and O'Rand 
(1984), Appendices 4.C and 4.D indicate that there is only a small variation 
in the time spent within social roles between ages 20 and 29 years for each of 
the constructed groups. The time distributions within the ten year period 
are highly skewed, with the vast majority of respondents spending eight 
years out of the 10 within their characterized social roles. This finding was 
expected because duration is a key factor in the study's classification of 
groups. 
5 Aggregated person years spent within a social role is equivalent to the mean time spent 
within a social role. 
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Associations with other social indicators over the life course 
It is important to describe systematic differences between the 
early-adulthood social-role groups that are not part of the construction 
process because these differences may confound relationships between the 
social-role indicator and health outcomes. Also, such an investigation 
provides valuable information about the characteristics of women who 
follow particular social-role careers. Given their significant associations 
with health indicators, the present study examined the influence of 
birthplace, educational attainment and occupational class on 
early-adulthood social-roles (see Appendix 4.1 for the description of these 
variables). Tables 4.3.3 and 4.3.4 ^ show that most women within the 
social-role groups were bom in Australia, although the results in Table 4.3.4 
suggest that women in the older cohort who spent most of their 20s 
employed while married with children were more likely to have been bom 
outside of Australia, typically in the United Kingdom or Europe 
= 30.2; d.f.= 18; p < 0.05). 
Educational attainment was significantly related to early-adulthood careers: 
results in Table 4.3.3 suggest that women bom between 1946 and 1956 who 
were not employed while married with children for most of their 20s (a 
traditional career) tended to have lower levels of education (31% did not 
reach intermediate level or left school before about age 16 years) than their 
peers where nearly all had obtained intermediate level, with about 70 per 
cent having at least gone further (x^ = 19.l; d.f.= 10; p < 0.05); and the 
findings in Table 4.3.4 indicate that women bom between 1926 and 1946 who 
spent most of their early adulthood employed, single and childless were 
more likely to have higher levels of education (81% at least reached 
intermediate level, with 62% going further) than their colleagues where 
about 60 per cent did not go beyond the intermediate level, with a large 
proportion leaving school before obtaining it (x^ = 23.7; d.f.= 12; p < 0.05). 
Furthermore, in a comparison between the cohorts there were dramatically 
more women in the younger cohort who went on to higher levels of 
education than older women. 
6 Similar results to those showTi in Tables 4.3.3 and 4.3.4 were found for the AFP sample (see 
Appendices 4.J and 4.K). 
Table 4.3.3 
Percentages of women born between 1946 and 1956 within selected indicators of social status for each early-adulthood 
social-role group 
Social Status Indicator Early-adulthood Social Roles 
E ,M ,C 
(n=6) 
N E , M , C 
(n=24) 
E , M , N C 
(n=21) 
E ,S ,NC 
(n=22) 
V - E , C 
(n=9) 
V - E , N C 
(n=14) 
Total 
(n=97) 
B I R T H P L A C E 
Australia 62.2 66.5 64.0 65.3 79.1 57.7 65.4 
U K / U S A / N Z 37.8 4.1 22.0 14.8 11.3 14.4 15.1 
Europe - 16.2 13.7 - 9.6 14.6 9.8 
Asia/Pacific - 13.1 - 19.8 - 13.3 9.7 
Total 100 100 100 100 100 100 100 
E D U C A T I O N 
At most some secondary - 31.2 15.0 3.4 9.4 - 12.5 
Completed at least high school or trade certificate 45.1 60.2 63.6 47.1 58.7 52.8 55.6 
Completed tertiary education 54.9 8.6 21.4 49.5 31.8 47.2 31.8 
Total 100 100 100 100 100 100 100 
O C C U P A T I O N A L STATUS 
Non-mauna l worker household 86.8 64.0 70.4 91.9 69.7 73.4 75.5 
Manua l worker household 13.2 36.0 29.6 8.1 30.3 26.6 24.5 
Total 100 100 100 100 100 100 100 
E,M,C refers to respondents who spent 5 years or more during their 20s employed and married with children. 
NE,M,C refers to respondents who spent 5 years or more during their 20s not employed, married with children. 
E,M,NC refers to refers to re.spondents who spent 5 years or more during their 20s employed, married with children. 
E,S,NC refers to respondents who spent 5 years or more during their 20s employed, single and childless. 
V-E,C refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more with children. 
V-E,NC refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more childless. 
V-NE refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more not employed. Not shown 
because only one case. 
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Table 4.3.4 
Percentages of women born between 1926 and 1946 within selected indicators of social status for each early-adulthood 
social-role group 
Social Status Ind icator Ear ly-adu l thood Social Roles 
E,IVI,C 
(n=l()) 
NE ,M ,C 
(n=35) 
E ,M ,NC 
(n=7) 
E,S,NC 
(n=24) 
V-E ,C 
("=11) 
V-E ,NC 
(n=10) 
V - N E 
(n=10) 
Total 
(n=]07) 
BIR'I 'H PIV\CE 
Australia 33.0 66.2 54.9 47.4 77.6 88.5 67.8 62.1 
UK/USA/NZ 23.0 20.3 24.3 5.5 4.8 5.8 22.1 14.5 
Europe 44.0 13.5 20.8 25.6 7.5 5.6 10.2 17.7 
Asia/Pacific - - - 21.6 10.1 - - 5.7 
Total 100 100 100 100 100 100 100 100 
E D U C A T I O N 
At most sonic secondary 34.7 41.3 45.1 18.8 48.8 8.9 32.2 33.1 
Completed at least high school or trade certificate 44.8 44.2 54.9 42.5 20.7 91.1 67.8 48.5 
Completed tertiary education 20.5 14.5 - 38.6 30.5 - 18.4 
Total 100 100 100 100 100 100 10!) 100 
O C C U P A T I O N A L STATUS 
Non-maunal worker household 80.7 61.9 75.7 69.5 60.3 100 44.9 68.9 
Manual worker household 19.3 38.1 24.3 30.5 39.7 - 55.1 31.1 
Total 100 100 100 100 100 100 100 100 
li,M,C refers to respondents who spent 5 years or more during their 20s employed and married with children. 
N1%M,C refers to respondents who spent 5 years or more during their 20s not employed, married with children. 
i;,M,NC refers to refers to respondents who spent 5 years or more during their 20s employed, married with children. 
E,S,NC refers to re,spondcnts who spent 5 years or more during their 20s employed, single and childless. 
V-Ii,C refers to re.spondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more with children. 
V-E,NC refers to respondents who did not spend 5 years or more in a unifonn combination of roles, but rather spent 5 years or more employed and 
5 years or more childless, 
V-NIi refers to respondents who did not spend 5 years or more in a uniform rambination of roles, but rather spent 5 years or more not employed 
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Occupational class was significantly associated with early-adulthood careers. 
The results in Table 4.3.3 suggest that women in the younger cohort who 
spent most of their 20s either employed while married with children or 
employed, single and childless were more likely to have been in a 
non-manual worker household than other groups (x^ = 5.I; d.f.= 1; p < 0.05). 
The findings shown in Table 4.3.4 indicate that the older cohort followed a 
similar trend; those who spent most of their 20s either employed while 
married with children or employed and childless were more likely to have 
lived in a non-manual household than other groups (x^ = 7.9; d.f.= 2; 
p < 0.05). Thus, in spite of younger women obtaining higher levels of 
education, occupational class has shown little change in its association with 
early-adulthood role careers between cohorts. In addition, the findings 
provide some support the work done by Abeles and colleagues (1980) in 
North America: they found that women who delayed childbearing had 
higher job prestige than other women. 
As depicted in Figure 4.1.2, the early-adulthood measure of social-roles is 
considered an anchoring point in the life course. Based on this notion, the 
present study investigated the association between early-adulthood careers 
and subsequent role participation. Despite an increase in variation as the 
life course unfolds. Tables 4.3.5 and 4.3.6 show that the constructed early 
adulthood groups significantly predict the time spent within subsequent 
roles.7 Generally, there is a tendency for early-adulthood groups to 
maintain their differences over the life course.^ For instance, women who 
spent most of their 20s either employed, married and childless or employed, 
single and childless were significantly more likely to have had fewer 
children than those who belonged to other early-adulthood groups. 
Women in the younger cohort who spent most of their 20s not employed 
and married with children tended to have worked less in a job outside the 
home than others; while women in the older cohort who were employed 
and married with children most of their 20s tended to have worked for 
longer than other groups.^ Women who spent most of their 20s either 
7 Similar results were foui\d for the Australian Family Project Sample (see Appendices 4.L 
and 4.M). 
8 A series of post hoc Scheffe tests were carried out to identify significant differences between 
group pairs. 
9 The cohort differences associated with employment probably reflect the recent social 
changes towards increasing female labour force participation. 
Table 4.3.5 
Analysis of Variance showing the contribution of the early-adulthood social-role indicator to the variation within 
selected social roles over the life course for women born 1946-56 (n=97) 
I'roporlion ol' l i tnc spent in selected social roles between age 30 years 
and the first survey 
Employed Married Number ol'children 
I'rcdictors (If SS M I ' A N 
SS 
V SS Mf>AN 
SS 
f SS M I ' A N SS I' 
Age in years (covariate) 1 ().5« 0.58 4.04* 0.81 0.81 7.66* 18.87 18.87 27.05*** 
Birthplace 3 0.79 0.26 1.83 0.13 0.04 0.42 3.58 1.19 1.71 
Occupational status 1 1.59 1.59 1 I.04+* 0.26 0.26 2.48 0.46 0.46 0.65 
I'larly-adullliood social-role indicator 5 1.90 0,38 2.64* 2.96 0.59 64.44 12.89 \HA1*** 
Ratio of I^xplained to l otal variation 
Contribution of .social-role careers 
i;ta2 
f;ta2 = 
0.3 1 
0.12 (.16 only predictor) 
i;ta2 = 
|.:ta2 = 
0.36 
0.22 (30 only predictor) 
f ; ta2 . 
f;ta2 = 
0.63 
0.43 (.54 only prcdictor) 
d f refers to degrees o f freedom; and SS refers to Sums o f Squares. 
The dc l ln i t ions o f birthplace and occupational status can be found in Appendix 4.1. 
Signi f icance levels: * p < ( ) . 0 5 ; * * p < ( ) . ( ) O I ; p < O.OOOI 
There were no signi f icant interaction terms. 
Kruska l -Wal l i s non-parametr ic Analys is o f Variance tests produced simi lar or better probabi l i t ies than those shown. 
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Table 4.3.6 
Analysis of Variance showing the contribution of the early-adulthood social-role indicator to the variation within 
selected social roles over the life course for women born 1926-46 (n=107) 
Proportion of time spent in selected social roles between age 30 years 
and the first survey 
Employed Married Number of children 
Predictors df SS MEAN 
SS 
E SS MEAN 
SS 
1- SS MEAN SS I-
Age in years (covariate) 1 0.03 0.03 0.30 0.27 0.27 4.68* 0.05 0.05 0.04 
Birthplacc 3 0.35 0.12 1.20 0.21 0.07 1.25 18.82 6.27 4.34* 
Occupational status 1 .001 .001 .005 .005 .005 0.08 2.79 2.79 1.93 
f-'arly-adulthood social-role indicator 6 1,54 0.26 2.61* 1.15 0.19 3.37* 55.76 9.29 6.42*** 
Ratio of Explained to Total variation Eta2 = 0.19 Eta2 = 0.2I Eta2 = 0.41 
Contribution of social-role careers Eta^ = 0.14 (0.15 only predictor) Eta2 = O.I7(.17only predictor) Eta^ = 0.24 (.32 only predictor) 
d f refers to degrees o f freedom; and SS refers to Sums o f Squares. 
The definitions o f birthplace and occupational status can be found in Appendix 4.1. 
Significance levels: * p < 0 . 0 5 ; • * p < 0 . 0 0 1 ; * * * p < 0 . 0 0 0 1 
There were no significant interaction terms. 
Kruskal-Wallis non-parametric Analysis o f Variance tests produced similar or better probabilities than those shown. 
n 
o 
cn 
c 
n 
o" 
o 
0 
a 
1 
Q 
n 
a 
cji 
•vD 
A Reconstruction of Social-Role Careers 60 
single with children or employed, single and childless or employed and 
married with children (for the Australian Sample only) were significantly 
more likely to have spent less time married than women who followed 
other careers early in adulthood. Consequently, there is strong support for a 
life -course perspective that emphasizes a relationship between social 
participation over time, with early adulthood behaviour providing an 
appropriate starting point. 
Given that they had lived through their 30s, an analysis was carried out for 
women in the older cohort (bom 1926-46) showing the relationship between 
social-role careers between ages 20 and 29 years and social-role participation 
between the ages 30 and 39 years. The results in Table 4.3.7 suggest that role 
involvement between ages 20 and 29 years is related to participation 
between ages 30 and 39 years.^° For instance, 100 per cent of women who 
were employed while married with children during their 20s maintained 
this role configuration for most of their 30s; those not employed while 
married with children for the greater part of their 20s had over 50 per cent 
continue in this traditional career for most of their 30s; and the bulk of 
those who were employed, married and childless in their 20s remained 
employed and married during their 30s, although a little more than half of 
them also had children for most of their 30s. Women who were employed, 
single and childless for the greater part of their 20s were more 
heterogeneous in their subsequent role participation. This diversity 
indicates that many of these women had delayed marriage and childbearing 
until later. Finally, none of the varied-role combination groups continued 
these t}'pes of career during their 30s, although most of them maintained a 
similar employment status. The one exception was the group containing 
those who were mostly employed and mostly childless during their 20s, 
with the majority of these women leaving employment and having 
children in their 30s. 
The present study also examined some of the more current-status social 
consequences of women's early-adulthood role careers. In particular, the 
indicators investigated were number of children, marital status and 
emplo\Tnent status. Table 4.3.8 shows women in the younger cohort (bom 
10 The younger cohort had not lived long enough to present an adequate representation of 
their social-careers during their 30s. 
A Reconstruction of Social-Role Careers 61 
1946-56) who had spent most of their 20s employed, childless and either 
married or single tended to have had smaller families than other groups; 
while those who were not employed and married with children were more 
likely to have been separated or divorced between the two surveys (23%) 
than other groups, although those employed while married with children 
also had a high rate, with 13 per cent experiencing marriage dissolution 
over the four years (x^ = 9.7; d.f.= 2; p < 0.01).ii In terms of employment, 
most women within all groups had joined the work force by the time of the 
second survey. 
Table 4.3.7 
Percentage distributions of social-role participation between the ages 30 and 
39 years within early-adulthood social-role careers for women bom between 
1926 and 1946 
Social-role 
participation for 5 or 
Social -participation for 5 or more years between ages 30 to 39 years 
more years between 
ages 20 to 29 years 
Employed, 
married with 
children 
Not 
employed, 
married with 
children 
Employed, 
married and 
childless 
Single with 
children 
Employed, 
single and 
childless 
Total 
percent 
Employed, married with 
children 
100.0 - - - - 100 
Not employed, married 
with children 
41.1 54.3 - 4.6 - 100 
Employed, married and 
childless 
45.1 10.5 44.4 - - 100 
Employed, single and 
childless 
-23.0 35.8 9.6 3.7 27.8 100 
Varied roles but mostly 
employed and mostly 
with children 
62.9 30.4 - 6.8 - 100 
Varied roles but mostly 
employed and mostly 
childless 
- 88.1 - 11.9 - 100 
Varied roles but mostly 
not employed 
34.0 66.0 - - - 100 
11 Marriage dissolution was most active for this younger cohort as they moved closer to 
middle-age during the four year period between the sur\'eys. 
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Table 4.3.8 
Percentages of women bom between 1946 and 1956 in each early-adulthood 
social-career group with particular socio-demographic characteristics in 
1986-87 and 1990 
Sodal-role Percentage Percentage separated, 
participation for 5 or with 3 or more divorced or widowed 
more years in 20s ^  children 
1990^ 1986-87 1990 
Percentage employed 
1986-87 1990 
Employed, married with 
children 
49.0 0.0 13.0 100.0 100.0 
Not employed, married 
with children 
76.5 3.0 27.4 50.3 70.2 
Employed, married and 
childless 
20.6 7.2 14.4 70.2 69.8 
Employed, single and 
childless 
10.7 6.4 6.4 64.6 78.9 
Varied roles but mostly 
employed and mostly 
wiA children 
90.6 7.2 0.0 39.5 70.0 
Varied roles but mostly 
employed and mostly 
childless 
45.5 5.5 6.5 60.8 85.4 
Note: The percentages refer to women within social-career groups. For example, 49 per cent of 
women who had spent at least five years during their 20s employed while married with 
children had three or more children bv the time of the second survey. 
^ Women in varied role combinations who were mostly not employed are excluded due to the 
small number. 
^ Number of children for the first survev not shown. 
As a consequence of being able to extend the social-role careers for the older 
cohort to include participation between ages 30 and 39 years, it was found 
that only those in the anchoring groups who were employed, single and 
childless for most of their 20s had their current status circumstances 
significantly altered by career changes during their 30s. The right-hand side 
of Table 4.3.9 shows the proportions of women within each early-adulthood 
category who were employed at each surv^ey for women bom between 1936 
and 1946 (aged 40-49 years in 1986-87) and those bom between 1926 and 1936 
(aged 50-59 years in 1986-87). CH^erall, the younger of these two cohorts had 
considerably more women in the work force than the older one, reflecting 
their different life-cycle stages. Despite these differences in employment 
participation, the tvs^ o cohorts were otherwise not significantly different in 
Table 4.3.9 
Percentages of women born between 1926 and 1946 in each early-adulthood social-career group with particular socio-
demographic characteristics for selected periods 
Cohort^ 
Social-role participation 
for 5 or more years in 209 
% with 3 or 
m o r e 
children 
1990^ 
% Separated, divorced, or 
widowed 
1 9 8 6 - 8 7 1990 
1936-46 
% Employed 
1 9 8 6 - 8 7 1990 
1926-36 
% Employed 
1 9 8 6 - 8 7 1990 
Employed, married with 2 7 . 5 
children 
Not employed, married with 7 5 . 0 
children 
Employed, married and Q_Q 
chi ldless 
Employed, single and childless 2 8 . 5 
+ not employed, married 
with children in 30s 5 6 . 8 
Varied roles but mostly 5 4 . 8 
employed and mostly with 
children 
Varied roles but mostly 5 2 . 6 
employed and mostly childless 
Varied roles but mostly not 6 0 . 8 
employed 
16.6 
1 2 . 9 
2 4 . 3 
1 4 . 1 
20.1 
4 . 8 
2 3 . 1 
0.0 
2 7 . 0 
7 . 3 
2 4 . 3 
1 9 . 6 
20.1 
4 . 8 
2 3 . 1 
0.0 
100.0 
7 5 . 5 
100.0 
6 9 . 2 
6 5 . 2 
5 2 . 6 
1 7 . 3 
5 7 . 9 
100.0 
6 6 . 4 
100.0 
6 9 . 2 
6 5 . 2 
8 8 . 9 
6 4 . 8 
100.0 
2 3 . 1 
3 1 . 4 
3 8 . 2 
4 3 . 2 
3 7 . 9 
7 5 . 6 
8 5 . 5 
3 8 . 9 
2 3 . 1 
20.1 
2 5 . 3 
3 5 . 8 
2 5 . 8 
0.0 
6 2 . 7 
2 4 . 7 
Note: The percentages refer to women within social-career groups. For example, 27.5 per cent of women who had spent most of their 20s employed 
while married with children had three or more children by the time of the second survey. 
^ Number of children for the first survey not shown. 
2 The cohort was split due to the broad age range where older women tended to have left employment . 
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their marital and childbearing behaviours, and as a result were collapsed 
into one cohort for the other comparisons shown in the table. Women who 
spent most of their 20s employed while married either with or without 
children, and those employed, single and childless who continued to be 
employed for most of their 30s tended to have the smallest families. In 
relation to marital status, women who had spent the greater part of their 20s 
employed and married with children, or employed and childless had the 
highest proportions separated, divorced or widowed in 1990 (%2 = 4.8; d.f.= 1; 
p < 0.03); while women who spent most of their 20s either employed and 
married with children, or employed, single and childless were significantly 
more likely to have been separated, divorced or widowed between the 
surveys than other groups = 9.7; d.f.= 4; p < 0.04). 
In sum, it is important to start at an early age to capture the crucial 
'anchoring' period in the development of social-role careers. Furthermore, 
the method used in the present study produces categories that reflect the 
different combinations associated with life-cycle stages, although the 
approach offers many more advantages than a life-cycle perspective. For 
example, the present study's categorization system: 
(1) applies few restrictions to the inclusion of respondents in its groups, 
with the only limitation being age since women must have lived long 
enough to determine their 'anchoring' career. On the other hand, a 
life-cycle approach, in addition to age, excludes women who did not achieve 
the life-cycle stages nominated. For instance. Van Velsor and O'Rand (1984) 
excluded immarried women because their first life-cycle stage was marriage 
to the birth of the first child; 
(2) it is extremely flexible so that the units of measurement, whether age 
period, role tenure or role combinations, easily can be changed; 
(3) unlike a life-cycle approach, the variability within groups is small 
because role tenure and structure are the main criteria for membership; 
and 
(4) the constructed groups say more about their members' social careers 
than life-cycle groups. For example, women who spent most of their 20s 
employed, single and childless and then married and stopped work to have 
children later in life form a category in this study; if a life-cycle approach 
were used, these women would share the same group with those who 
married and stopped work to have children at a yoimg age. 
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4.4 Conclusion 
The reconstruction of social-role participation was accurate and reliable, and 
the rich detail allowed the development of a categorization system that 
adequately represents the diversity of life-course patterns. Furthermore, the 
careers that women follow during early adulthood are linked to other social 
indicators h3q?othesized to be associated with the stress process; this finding 
suggests that these early careers not only distinguish between different 
life-course patterns but also place women within a broader social context, 
and therefore tell us more about women's social careers than other more 
traditional indicators. It also suggests that confounding factors may 
influence the relationship between social-role and health careers. In 
Chapter Six various socio-economic, demographic and psycho-social 
indicators have been included in the regression analyses to control for these 
possible confounding factors. 
Despite the life course being marked by life-cycle stages and events that 
transform lives, the findings suggest that there is a strong emphasis on 
widespread patterns of maintenance, and equilibrium that continuously 
convert resources from early to later life-course phases. Consequently, 
early-adulthood careers are fundamental to any examination of social 
circumstances and their consequences. This conclusion supports the 
hypothesized social process shown in Figure 2.5.1 on page 29 where 
early-adulthood role participation contributes to subsequent social 
conditions. The measure of age-defined role participation therefore, is an 
appropriate indicator to test the influence of social-role careers on health 
outcomes. 
CHAPTER FIVE 
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5.1 Introduction 
An important part of this study is the measurement of health. The 
literature has suggested that chronic physical illness and poor mental health 
are the two main health outcomes of stress (Selye, 1956; Eysenck, 1988; 
Ganster and Victor, 1988; Kennedy et al., 1988). Consequently, indicators of 
chronic physical disease and psychiatric impairment are used in the study. 
The measure of disease is based on dates of first diagnosis, since knowing 
when chronic diseases occurred would allow not only an examination of the 
social-role careers that contribute to the development of chronic conditions, 
but also an investigation of the effect of chronic disease on role participation. 
In addition to more specific indicators, a lay assessment of health was 
measured. This indicator was included because it reflects the population's 
perception of health, and it is believed to provide an extremely accurate 
estimate of life expectancy based on calculations that take in a broad range of 
data known only to the respondent (Mossey and Shapiro, 1982; Cockerham 
et al., 1983; Idler and Kasl, 1991). 
Despite large amounts of energy having been spent in the development of 
health variables, measurement has remained a problem (Bergner, 1985). 
Most researchers would agree that when they depart from a basic indicator, 
such as 'alive' or 'dead', validity, consistency and repeatability become major 
concerns. As a result, in the remaining parts of this chapter the measures of 
chronic disease and mental health are described, and their validity and 
reliability explored. Also, self-rated health is examined in detail, including 
its associations with more specific health indicators and respondents' 
open-ended discussions of their health. 
5.2 Specific measures of health 
Chronic physical disease 
In the 1990 Follow-up Survey retrospective self-reports of diagnosed health 
conditions were collected (see Q.52-57, Appendix 3.A). There has been much 
debate about the benefits and detriments of self-reported information versus 
other methods of collection, such as medical records (Tretli et al., 1982; 
Fienberg et al , 1985; Colditz et al., 1986; Harlow and Linet, 1989). Generally, 
it has been concluded that well defined diseases tend to have good 
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agreement between approaches, while reports of illness that typically is less 
severe can vary considerably (Tretli et al., 1982; Coulter et al., 1985; Colditz et 
al., 1986). The present study is not concerned with describing the prevalence 
of diseases but rather examining associations. From this viewpoint some 
underreporting would not significantly affect results since the missed cases 
join a large pool of 'healthy' women. On the other hand, if missed cases 
systematically occur for particular social groups, or the 'unhealthy^ group 
includes false positive cases, then there would be an increased risk of 
producing erroneous results (Colditz et al., 1986). 
As a safeguard against significant underreporting and misdassification, 
respondents were first asked to describe their health before answering more 
direct questions. Secondly, specific conditions asked about were the more 
familiar serious ones: lay terminology was used and examples provided, for 
instance, 'Has a doctor ever told you that you have heart disease, including a 
heart attack?'. Thirdly, only diseases were considered. It was recognized that 
asking about diagnosed conditions has its disadvantages, in particular there 
seems to be a substantial number of undiagnosed problems in most 
populations (Lohr et al., 1986), however, since physical examinations or long 
lists of symptoms could not be administered, diagnosed conditions were 
thought to reduce false positive cases (Colditz et al., 1986; Liang and 
Whitelaw, 1987). Fourthly, questions required respondents to think in 
reference to doctor consultations, including the date of first diagnosis and 
whether or not they had continually had the disease since diagnosis. Fifthly, 
interviewers were instructed to write down all information given by 
respondents so that queries could be sorted out or followed up at a later date. 
Finally, questions about use of prescribed and non-prescribed medication, 
occurrence of pain and functional dependency provided additional 
information that confirmed the existence of disease, as well as some details 
about the health of those without a formal diagnosis. 
The physical conditions initially targeted were heart disease, neoplasms, and 
stomach or duodenal ulcers.^ These conditions were chosen because they 
rate as important health concerns to a large proportion of women (Redman 
et al., 1988; Blaxter, 1990); they are significant in assessing physical health 
1 All diseases were coded as close as possible to the lCD-9 scheme (World Health 
Organization, 1977). 
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(Mossey and Shapiro, 1982; Liang and Whitelaw, 1987; Fylkesnes and Forde, 
1991); and they are likely outcomes of stress (Selye, 1956; Eysenck, 1988; 
Ganster and Victor, 1988; Moen et al., 1992). Table 5.2.1 shows the 
percentages of women with these conditions. Overall, reporting was similar 
to the 1989-90 National Health Survey (Australian Bureau of Statistics, 
1990b),2 although a significantly greater proportion of women in the present 
study had a stomach or duodenal ulcer. This difference was probably a result 
of the two methods of measurement: the National Health Survey only 
relied on self-nominated illness, while the Follow-up Survey specifically 
asked about diagnosed ulcers. 
Table 5.2.1 
Percentages of women aged 25-64 years with selected diseases from the 
Follow-up Survey and illnesses from the 1989-90 National Health Survey 
National Health Follow-up 
Disease Survey^ Survey 
1989-90 1990 
(n=2464) (n=283) 
Heart disease: currently suffering 1.5 2.2N.S. 
ever suffered 2.4 3.4N.S. 
Neoplasms: currently suffering 1.0 0.6NS-
ever suffered 2.6 4 .2N.S . 
Stomach or duodenal ulcers: currently suffering 1.6 4.9* 
ever suffered 2.4 6 . r 
^ Percentages based on Sydney respondents only. Demographic characteristics between the 
two samples were similar. In the National Health Survey currently suffering refers to an 
illness that required recent action, while ever suffered represents illnesses that were current 
or p>erceived as recurring. 
Probability of the Follow-up Survey's estimate being different from the National Health 
Survey's estimate (x^ two-sample tests). 
Ns. p>0.05; * p<0.0001 
In order to gain more information about chronic disease, interviewers 
inquired whether respondents had been diagnosed with any other health 
problems: the same set of questions used for the selected diseases was 
2 Permission was granted for the present study to analyse the 1989-90 National Health 
Survey data to compare the health indicator distributions from Follow-up Study data with 
those from the National Health Survey. 
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administered. It was thought that respondents' self-nominated conditions 
would not represent the gamut of diseases, but in light of the specific chronic 
conditions they were previously asked about, would reveal additional 
serious chronic diseases (Fienberg et al., 1985). The results shown in Table 
5.2.2 support this expectation: conditions that typically are less severe, like 
sinusitis and hay fever, tended to be underreported. Furthermore, diseases 
such as refractive eye disorders, colds and so on w^ere not mentioned at all. 
In comparison to the National Health Survey, respondents seemed 
significantly more likely to report on-going diseases than conditions that 
had passed or only occasionally occurred. Consequently, the profiles in this 
study best represent serious chronic disease. 
In summing all conditions, it was found that 18 per cent of respondents had 
one severe chronic disease and ten per cent had two or more. Figure 5.2.1 
shows the cumulative proportion of women surviving without chronic 
disease. The youngest cohort has a significantly greater proportion of 
women with a chronic illness after age 20 years than older cohorts had at 
similar ages. There are many possible explanations that could contribute to 
this finding: for instance, older cohorts may have underreported their 
experience of chronic disease at young ages; women with early 
life-threatening conditions in the older cohorts may not have lived to the 
time of the surveys; more women in the younger cohort may have deferred 
death as a consequence of the advent of improving medical treatment; the 
recent trend towards 'health awareness' may have resulted in earlier 
diagnosis of many chronic diseases for the younger cohort; and there may 
have been a rise in illness among the younger cohort from more stressful 
sodal careers. 
In relation to illness behaviours, 29 per cent of respondents were using 
prescribed medication; 21 per cent regularly took non-prescribed drugs, 
t}^ically being pain killers such as 'Fanadol'; 20 per cent reported they were 
in pain; and two per cent felt they were functionally dependent on others. 
Findings from an examination of the relationships between chronic disease 
and these behaviours support the validity of the data. For example, at least 
60 per cent of respondents within each disease category were on prescribed 
medication; non-prescribed drug use was frequent for those with heart 
disease, neoplasms, stomach or duodenal ulcers, arthritis, back or spinal 
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disorders, kidney or urinary tract disease and migraine; pain was most 
commonly reported among those diagnosed with neoplasms, stomach or 
duodenal ulcers, migraine, back or spinal problems, kidney disease and 
arthritis; and functional dependency on others was found among 
respondents with heart disease, emphysema, arthritis and back or spinal 
disorders. 
Table 5.2.2 
Percentages of women aged 25-64 years with selected self-nominated 
diseases from the Follow-up Survey and illnesses from the 1989-90 National 
Health Survey 
Disease 
National Health 
Survey 1 
1989-90 
(n=2464) 
Follow-up 
Survey 
1990 
(n=283) 
Asthma: currently suffering 3.6- 3.7N-S 
ever suffered 6.3 -
Chronic Bronchitis & currently suffering 0.9 1.3N.S 
Emphysema: ever suffered 4.4 -
Sinusitis or Hay fever: currently suffering 6.6 
ever suffered 17.1 -
Arthrit is : currently suffering 6.4 3.9-N'S 
ever suffered 17.2 4.4**** 
A back or spinal condition: currently suffering 5.5 5.4-vs 
ever suffered 16.1 -
Migraine: currently suffering 3.2 2.4N--S 
ever suffered 7.2 — 
Diabetes: currently suffering 0.7 
ever suffered 1.3 -
Kidnev disease: currently suffering 1.3 l.SN'-S 
ever suffered 2.9 2.9NS 
Thvroid disease: 
J 
currently suffering 1.8 2.5N--S 
ever suffered 2.4 
^Percentages based on Sydney respondents only. Demographic characteristics between the 
two samples were similar. In the National Health Survey currently suffering refers to an 
illness that required recent action, while ever suffered represents illnesses that were current 
or perceived as recurring. 
Probability of the Follow-up Survey's estimate being different from the National Health 
Survey's estimate (x^ two-sample tests). 
.V3. P>6.05; * p<0.05; ** p<0.01; p<0.001; p<0.0001 
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Figure 5.2.1 
Cumulative proportion of Australian women surviving without chronic 
disease for three birth cohorts 
Cumulative proportion surviving 
1 
0.9 + 
\ ^ 
— born 1956-66 
(n=87) 
— - born 1946-56 
(n=97) 
— born 1926-46 
(n=107) 
0 5 10 15 20 25 30 35 40 45 50 55 60 65 
Age (yrs) 
Note: Standard errors are showTi in Appendix 5.A. 
Furthermore, the relationships found between chronic disease and 
socio-demographic indicators support the literature: for example, older 
women and those in a lower occupational class^ were more likely to have a 
chronic condition. Also, older women were more likely to have had heart 
disease, cancer, arthritis or back/spinal problems than younger women. On 
the other hand, specific conditions mentioned at young ages were 
comparable between cohorts, which suggests that older cohorts were 
remembering the dates of onset with reasonable accuracy^ and that younger 
cohorts were not ignoring conditions that were in their early stages. Thus, 
the age at which particular diseases developed is consistent with the aging 
3 Occupational status was defined using the respondent's current occupation or her previous 
occupation if she was not working or her husband's occupation if she never worked (see 
Appendix 4.1). In addition, results were very similar when either the 1986-87 or 1990 
occupations were used, and after controlling for birth cohort, birthplace and employment 
status. Other combinations of occupational preferences were tested but produced poorer fitting 
models. Also, it was found that occupational class was a better predictor of chronic disease 
than educational attainment. 
4 Typically, older cohorts used the second or third disease cycles to report early conditions, 
suggesting that they had taken time to remember the breadth of their serious chronic 
diseases. 
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process. In conclusion, these findings provide evidence that the 
reconstructed chronic disease experiences are valid and reliable indicators of 
serious conditions developed by respondents over their life courses. 
Mental health 
Unlike physical disease, diagnosed cases of psychiatric disorders are likely to 
dramatically underrepresent the extent of chronic psychiatric illness within 
the community: both the nature and circumstances surrounding 
psychological problems often preclude a formal diagnosis (also see Appendix 
5.B). Consequently, the study relied on a short form of the General Health 
Questionnaire (GHQ) to identify those with high levels of psychological 
distress (Goldberg, 1972) A total of 10 items were used to create the 
indicator: since the measure is not identical to Goldberg's 12 item scale it is 
probably a weaker indicator of psychological distress. 
The original experimental work upon which the GHQ was devised sought 
to discover those features which distinguished psychiatric patients as a class 
from individuals in the community who considered themselves to be 
'healthy'. It has been extensively tested throughout the world, and 
researchers have concluded that it is a valid indicator of non-psychotic 
psychiatric illness that represents strong feelings of depression, anxiety and 
social dysfunction (Goldberg and Williams, 1988). A sensitivity level 
(proportion of true cases correctly identified) of 87 per cent and a specificity 
level (proportion of true normals correctly identified) of 91 per cent have 
been found in Australia using the 12-item form (Tennant, 1977). Typically, 
the items making up the measure are homogeneous (Goldberg and 
Williams, 1988). The present study came to the same conclusion (Kuder-
Richardson-20 coefficient = 0.83). 
A total of 57 per cent of respondents in the study scored in a normal range of 
0 to 1. Another 29 per cent scored between 2 and 5, suggesting that they were 
somewhat psychologically unstable, while 14 per cent scored within a range 
of 6 to 10, implying that they were very unstable. In relation to age, GHQ 
scores were worse for the youngest and oldest women. This association 
5 Two questions on Goldberg's short form of the 12 items were dropped because respondents in 
the pilot study felt that the items 'have you been feeling reasonably happy, all things 
considered?' and 'have you been able to face up to problems?' were repeating items 'have you 
been feeling unhappy or depressed?' and 'have you felt that you couldn't overcome your 
difficulties?'. 
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most probably represented the effects of the dramatic events that typically 
happen to these respondents: young women experience leaving the 
parental home, marriage and motherhood for the first time; while after age 
45 years there is a greater risk of disease, divorce, death of parents and 
children leaving home. Also, a weak to moderate relationship was found 
between chronic disease and the GHQ. This was expected since people with 
chronic conditions often report psychological distress (Goldberg and 
Williams, 1988; Roberts et a l , 1990), while the experience of mental 
instability can be related to many factors with or without the presence of 
physical disease (Pearlin, 1989). For example, after controlling for chronic 
disease women who were widowed, separated or divorced tended to report 
higher levels of poor mental health than other women. The GHQ was only 
administered in the Follow-up Study, and therefore conclusions about 
causal associations with other variables are limited. 
5.3 Lay evaluations of health 
The measure employed was a single question that was asked both in the 
1986-87 and 1990 surveys:^ 
W o u l d y o u say your overall health is excellent, good, fair or poor? 
Various forms of this question, which is among the most frequently assessed 
health perceptions in epidemiological and gerontological research, have 
been used in the literature (Ware et al., 1978). Table 5.3.1 shows the 
distribution of responses for selected age groups within a number of 
samples. It can be seen that most women report 'good' health, and that the 
proportion with 'fair' or 'poor' health dramatically increases for women in 
the middle years of their life, a time when chronic diseases become more 
prevalent. 
Most studies have investigated the behaviour of self-rated health in disease 
or mortality models for old people. The common belief has been that 
self-assessed health, although substantially associated with physical health. 
6 In the Follow-up Survey the question was asked at the beginning of the health section and 
was followed by an open-ended question about why the resplendent had answered as she did 
(see Q49(a) in Appendix 3.A). The more direct questions on physical diseases, mental health 
and risks factors were asked later on. Thus, responses to the self-rated health question were 
obtained without the interviewer's drawing attention to the respondent's health problems. 
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provides an estimate of subjective life expectancy over and above more 
medical indicators of health (Mossey and Shapiro, 1982; Cockerham et al., 
1983; Idler and Kasl, 1991; McCallum et al., 1992). Self-rated health for 
younger people has been defined as an indicator of chronic disease 
(Goldstein et al., 1984). A study in Norway by Fylkesnes and Forde (1991) 
used a large sample of men and women aged from 20 to 60 years to examine 
predictors of self-evaluated health and found that somatic illness and 
disease related to the musculo-skeletal system were the best predictors for 
either sex, with leisure activities and workload also being important. 
Table 5.3.1 
Percentage distributions of self-rated health within selected-age groups for 
various samples^ 
Self-rated health 
20-29 
Age Group (years) 
30-39 40-59 
EXCELLENT 
AFP 1986-«7 
NHS 1989-90 
Follow-up 1986-87 
GOOD 
AFP 1986-87 
NHS 1989-90 
Follow-up 1986-87 
FAIR TO POOR 
AFP 1986-87 
NHS 1989-90 
Follow-up 1986-87 
TOTAL FOR EACH 
SAMPLE 
NO. OF RESPONDENTS 
AFP 1986-87 
NHS 1989-90 
Follow-up 1986-«7 
33.8 
34.5 
33.2 
52.6 
53.3 
54.9 
13.6 
12.2 
11.8 
100% 
477 
3001 
87 
40.7 
37.5 
39.9 
48.5 
50.6 
49.4 
10.8 
11.9 
10.8 
100% 
562 
2958 
97 
28.9 
28.1 
28.3 
48.7 
49.8 
51.4 
22.3 
22.1 
20.3 
100% 
639 
3877 
107 
^AFP - 1986-87 Australian Family Project metropolitan data; 
NHS - 1989-90 National Health Survey metropolitan data; 
Follow-up - self-rated health obtained in 1986-87 from Sydney Follow-up respondents. 
All three samples had similar demographic characteristics, although Follow-up respondents 
tended to have fewer migrant women renting their home in 1986-87. This difference had no 
effect on the distributions of self-rated health. 
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Fylkesnes and Forde concluded that a main dimension of self-assessed 
health had to do with the individual's perceptions of physical performance. 
In addition, they mentioned significant age differences, with diseases and 
medications more important in explaining self-rated health for middle-aged 
women. Idler and Angel (1990) examined a cross-section of people aged 
between 23 and 74 years in the United States of America from 1971 to 1975 
and followed the respondents up in 1982 to 1984. They investigated the 
ability of self-rated health to predict survival over the follow-up period. It 
was found that mortality risks increased for women with progressively 
poorer self-perceptions of health, although once socio-demographic 
characteristics, health risk behaviours and medical diagnoses were adjusted 
for it was found that self-evaluated health no longer was significant in 
predicting survival. 
Another body of research has examined the relationship between 
self-assessed health and open-ended explanations of what health is (Calnan 
and Johnson, 1985; Blaxter, 1990). A strong relationship has been found 
consistently between the two, although the nature of the association has 
varied between studies. For example, Calnan and Johnson (1985) found the 
presence or absence of illness, the feeling of being energetic or not, and good 
and poor lifestyles distinguished between being healthy and unhealthy. On 
the other hand, Blaxter (1990) found a large proportion of those with 'fair' or 
'poor' health (19%) were unable to describe what being healthy meant, 
probably a result of her choice to ask only about positive aspects of health. 
She also found that being healthy was conceived differently over the life 
course: young women tended to speak more about fitness, vitality and 
ability to cope; women in their middle years used more complex concepts 
emphasizing total mental and physical well-being; and older women tended 
to think in terms of function. Barsky (1988) believes that this life course 
effect is likely to have been accentuated by the recent campaign to improve 
the general public's knowledge of risk factors, disease and methods of 
prevention; and as a result, many have come to feel less secure about their 
health and more worried about the possibility of disease. 
In order to get a better understanding of the components that respondents in 
the present study used to assess their health, self-evaluations are explained 
using specific indicators that include physical and mental health, as well as 
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physiological risk factors (see Appendix 5.D for more detail), and open-ended 
responses from discussions with respondents' about their health ratings. It 
is expected that the components of self-rated health are multidimensional, 
and that their importance varies by birth cohort. 
Open-ended responses 
Respondents were asked in the Follow-up Survey to indicate why they felt 
their health was either 'excellent', 'good', 'fair' or 'poor'. Table 5.3.2 shows 
that most responses referred to the absence or presence of illness and the 
remaining responses were concerned with lifestyle-related factors. This 
finding strongly supports the results presented by Calnan and Johnson 
(1985), in whose study women perceived their health in terms of negative 
and positive components. 
In addition, the illnesses that respondents reported were chronic ones, while 
acute problems were either ignored or used as examples to help describe a 
strong or weak constitution. Generally, it seems that respondents' 
perceptions of their health drew on various combinations of society's health 
norms, including physical fitness and mental attitude, and the presence or 
absence of on-going physical illness that significantly affected everyday life. 
For example, a woman who had experienced a myocardial infarction talked 
about her good lifestyle, emphasizing her fitness and love of dancing; and a 
younger respondent, in spite of reporting no illness, felt 'unhealthy because 
she was living a poor lifestyle'. 
Table 5.3.3 shows that open-ended responses were strongly associated with 
physical health.^ Illness reports in the open-ended responses and actual 
diagnosed conditions had an 85 per cent agreement, although there was a 
tendenc)^ in the open-ended responses to underreport the number of 
conditions: a result that may have occurred because respondents focused on 
the problems that were of most concern; or because of inadequacies 
associated with open-ended questioning, emphasizing the possible 
reluctance of respondents to say more than they thought necessary. 
7 Physical health is a constructed measure that combined chronic disease, medication use, 
pain levels and functional dependency (see Apf>endix 5.D). Respondents were categorized into 
three levels:- 'excellent' physical health; 'good' physical health; and 'fair to poor' physical 
h e a l t h . 
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Table 5.3.2 
Open-ended responses made by respondents during discussions 
of their health 
Summarized responses Number Percentage 
NO HEALTH PROBLEMS: 211 52 
never or hardly ever sick 131 
haven't needed to see doctor recently 7 
doctor says healthy 5 
feel healthy/good health 33 
good health for age 7 
reasonably healthy 18 
no major difficulties 10 
GOOD LIFESTYLE FACTORS: 54 13 
good lifestyle 27 
active/generally fit 17 
good weight 1 
pKJsitive attitude/enjoy life 9 
POOR LIFESTYLE FACTORS: 45 11 
poor lifestyle 2 
not fit 9 
overweight 7 
cholesterol 2 
hypertension 8 
smoker 6 
fatigue 8 
overworked 2 
stress 1 
ILLNESS: 90 22 
ar thr i t i s 8 
back or spinal disorders 13 
migraine/ headaches 6 
accidents/disability 5 
asthma 10 
emphysema 2 
bronchitis 1 
sinus/hayfever 1 
heart disease 5 
neoplasms 3 
mental disorders 5 
other diseases 31 
OTHER 6 1 
TOTAL 406 100 
Note: A total of 41 per cent of respondents mentioned more than one description. 
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Table 5.3.3 
The relationship between open-ended responses and physical health (n=291) 
Open-ended responses Physical Health Excellent Good Fair to f>oor Total % N 
Never sick/ill 67.1 31.8 1.0 100 85 
Good lifestyle 59.7 37.5 2.8 100 45 
Reasonably healthy 55.4 31.4 13.2 100 48 
No health problems but poor lifestyle 25.6 65.2 9.2 100 18 
Poor lifestyle 33.3 56.0 10.7 100 16 
Reasonably healthy but mentions illness 6.3 55.2 38.4 100 20 
Illness 3.2 34.2 62.6 100 51 
Don't know 27.5 34.5 38.0 100 6 
X^ ^ = 133.5, p<0.0001; 0 3 1 ^ 6 1 ^ 8 ^ = 0.48 
Of the 15 per cent of respondents with a disagreement, one third reported no 
disease but mentioned an illness in the discussion of their health: these 
women had health problems that may not have required a formal diagnosis 
for treatment, and therefore, were less likely to be recorded in the disease 
histories. The other tvvo thirds were suffering from a disease but had not 
mentioned a condition in the discussion. It was found that these women 
tended to have had more serious conditions, such as heart disease, cancer 
and emphysema: one third of them reported poor lifestyle factors instead of 
disease; another third did not rule out the presence of disease but were 
optimistic about their health, for instance, 'doctors say I'm heal th/ and 'I 
feel hea l th / , suggesting that these differences were not necessarily due to 
inconsistency but a different focus; and the final third clearly stated that they 
were not diseased, and represented a real disagreement between our two 
measures (representing 3% of respondents). 
In relation to mental health, there were weak but significant relationships 
between respondents' perceptions of their health and GHQ scores, with a 
tendency towards increasing psychological distress as conceptuaKzations of 
health focused more on disease or other negative factors. Also, it was found 
that socio-demographic variables, such as birth cohort, birthplace, 
educational attainment and occupational class, were significantly associated 
with open-ended responses. Women who mentioned illness tended to be 
older, born in Europe, from a manual worker household and a lower 
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educational level; while those who mentioned complex responses like 
lifestyle tended to be younger and better educated. These findings supported 
the results showTi in the literature (d'Houtard and Field, 1984; Calnan and 
Johnson, 1985; Blaxter, 1990). After controlling for physical and mental 
health, how^ever, only birthplace and birth cohort continued to show 
significant relationships with the open-ended responses.^ Thus, it seems 
that most of the socio-demographic differences are associated with actual 
health, a conclusion that does not support the notion in the literature that 
social groups, especially as defined by educational attainment, differ in their 
conceptualizations of health. On the other hand, the significant birth cohort 
effect supports the present s tud/s hypothesis and the work done by Blaxter 
(1990). 
Self-rated health explained by specific health indicators and open-ended 
responses^ 
Table 5.3.4 shows the stepwise models obtained when explaining self-rated 
health in 1990 using the specific health indicators.^^ The strong association 
found between physical and self-rated health supports the analyses of the 
open-ended responses and findings from other studies (Ware et al., 1978; 
Goldstein et al., 1984; Fylkesnes and Forde, 1991). The final model shown 
suggests that self-rated health is multidimensional, relying on physical 
health, mental health and physiological risk. 
As shown with the open-ended responses, it was also expected that different 
birth cohorts would significantly affect how more objective indicators were 
associated with self-rated health. An initial analysis of interaction terms 
between socio-demographic indicators and physical health suggested that 
8 The relatively small numbers within the cells of the tables used in the multinomial logit 
models (Nerlove and Press, 1973) reduced the power of the significance tests, and therefore, 
some caution is needed. 
9 The measurement of self-rated health was too coarse to generate an interv'al level response 
for least squares regressions, and therefore, ordered probit models were used (McKelvey and 
Zavoina, 1975; also see Appendix 5.E). Note that 'fair' and 'poor' health were collapsed into 
one category. The Follow-up respondents who were migrants and renting their home in 1986-
87 were underrepresented in the sample: as a result, birthplace and home owTiership are 
adjusted for in all the analyses (see Appendices 5.F to 5.1). 
10 Analyses were also carried out using each disease to justify the use of the constructed 
physical health measure. It was found that all the diseases, except for sinusitis and hay 
fevW, were significant. The advantages of the constructed rating were that fewer degrees of 
freedom were used; it provided a more sensitive measure of severity than simply including 
diseases; and it reduced the collinearity within the model. 
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Table 5.3.4 
Ordered probit regression coefficients showing self-rated health explained by 
specific health mdicatorsi (n=289) 
Variables 
Model 1 
Coefficient 
(S.E.) 
Model 2 
Coefficient 
(S.E.) 
Models 
Coefficient 
(S.E.) 
Constant 0 . 3 7 ( . 2 7 ) 0 . 0 2 ( . 3 1 ) - 0 . 0 8 ( . 3 1 ) 
Physical health: 
good 
fair/poor 2 . 1 2 ( . 2 1 ) * * * * 
Fatigue: 
somewhat 
verv 
- 0 . 2 8 ( . 2 2 ) 
0 . 5 0 ( . 2 1 ) » 
0 . 3 3 ( . 2 2 ) 
0 . 5 5 ( . 2 1 ) * * 
High blood pressure: 
yes - - 0 . 5 4 ( . 3 1 ) 
Significant levels: *p<0.05, 
^Coefficients after adjusting for sampling biases using birthplace and home ownership. 
Personality (introversion-extroversion) also was included in the model to control for 
individual differences. The GHQ scores, loneliness indicator, BMI measure and self-reported 
high cholesterol did not significantly contribute to the associations with self-rated health. 
Fatigue and GHQ were significantly related, with fatigue providing a better fitting model. 
2The dummy variable comparison groups were Australian bom; not renting; excellent physical 
health; not fatigued; and not hypertensive. 
Goodness of fit 
Observed 
self-rated 
h e a l t h 
Model 1 
Predicted 
Model 2 
Predicted 
Models 
Predicted 
exceiient good fair/poor excellent good fair/poor excellent good fair/poor total 
excellent 3 3 5 1 2 3 7 4 7 2 3 5 4 9 2 8 6 
good 2 3 1 1 2 1 4 2 2 1 1 4 1 3 2 1 1 1 9 9 1 4 9 
fair/ poor 2 2 2 3 0 2 2 1 3 1 2 2 2 3 0 5 4 
total 5 8 1 8 5 4 6 6 1 1 8 2 4 6 5 8 1 9 0 4 1 2 8 9 
Log likelihood = -236.8 Log likelihood = -233.2 Log likelihood = -230.9 
X^s = 113.5, p<0.0001 x^lO = 120.7, p<0.0001 x^^^ = i25.2, p<0.0001 
older cohorts with 'fair' or 'poor' physical health tended to rate their health 
the worst (x^^ = 12.0, p < 0.02)." This result, combined with the evidence 
from the open-ended investigation, suggests that the influence of birth 
cohorts on the relationship between specific indicators and self-rated health 
11 Other socio-demographic factors investigated were non-significant. 
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needs to be incorporated in the investigation. Consequently, the analyses 
were stratified by three birth cohorts: Tables 5.3.5 to 5.3.7 show the r e s u l t s . 
Among the youngest women (born 1956-66) the only significant predictor 
from the more objective indicators was physical health (see Model 1 in Table 
5.3.5). In spite of the fact that 40 per cent of these respondents were 
psychologically distressed and 56 per cent fatigued (see Appendix 5.D for 
description of fatigue), this finding suggests that young women's 
evaluations of their health are largely determined by factors other than the 
specific indicators measured. Looking at the open-ended responses, it was 
found that a number of young respondents mentioned poor lifestyle factors 
when assessing their health, and in fact after including these subjective 
responses in the regression model, the fit was substantially improved (see 
Model 2 in Table 5.3.5).^3 particular, those that mentioned a poor lifestyle 
tended to assess their health unfavourably. Also, reference to illness 
showed a significant relationship with self-rated health, although this 
category was also strongly associated with 'actual' physical health. 
The next youngest birth cohort (born 1946-56) produced a complex model of 
self-rated health that significantly relied on physical health, fatigue and 
loneliness.^^ Model 1 in Table 5.3.6 shows that the fit between the highest 
predicted probable outcome and the observed measure was favourable, with 
'fair' or 'poor' self-rated health being well represented and predictions of 
'excellent' and 'good' health containing somewhat larger amounts of 
mis-classification. The contribution of fatigue to the model probably reflects 
a concern that such feelings are a sign of deteriorating physical condition or 
hastening the onset of disease. Model 2 in the table shows the addition of 
the open-ended responses:^^ again those that mentioned poor lifestyle and 
illness tend to report worse health, although unlike the model for the 
12 Interaction terms between sp>ecific health indicators were included in the analyses but 
failed to reach significance (p > 0.05), suggesting that these specific health indicators only 
had a significant additive effect. The influence of socio-demographic variables on the 
relationship between specific health indicators and self-rated health also were examined 
but failed to produce any significant effects. Some caution, however, is needed since the 
statistical p>ower of these tests was reduced because of small numbers. 
13 'Reasonably healthy' was similar to 'never sick/ill' in its explanation of self-rated 
health, and therefore was placed in the reference group to conserve degrees of freedom. 
14 'Somewhat lonel / was similar to 'not lonely' in its explanation of self-rated health, and 
therefore, was placed in the reference group to conserve degrees of freedom. 
15 'Good lifestyle', 'reasonably healthy', 'reasonably healthy but mentions illness' were 
similar to 'neveV sick/ill' in their explanation of self-rated health, and therefore were 
placed in the reference group to conserve degrees of freedom. 
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youngest cohort the open-ended responses only slightly improved the 
goodness of fit; and 'fair' or 'poor' physical health maintained its strong 
association. 
Table 5.3.5 
Ordered probit regression coefficients showing self-rated health explained by 
specific health indicators and open-ended responses for women bom 
1956-661 (n=87) 
Variable^ 
Model 1 
Coefficient 
(S.E.) 
Model 2 
Coefficient 
(S.E.) 
Constant 0.25(.58) 0.78(.79) 
Physical health: 
good 
fair/poor 
0.76{.29)** 
\.50L54)** 
-0.06(.43) 
0.87(.71) 
Open-ended responses: 
good lifestyle 
no health problems but poor lifestyle 
p>oor lifestyle 
reasonably healthy but mentions illness 
illness 
-
-0.28(.46) 
0.80(.90) 
0.79(1.6) 
2.98(1.0)** 
1.54(.20)"' 2 .34 ( .39r 
Significant levels: *p<0.05, **p<0.01, ***p<0.001, ****p<0.0001 
^Coefficients after adjusting for sampling biases using birthplace and home ownership. 
Personality (introversion-extroversion) also was included in the model to control for 
individual differences. The GHQ scores, loneliness indicator, fatigue and BMI measures did 
not significantly contribute to the associations with self-rated health. 
2The dummy variable comparison groups were Australian bom; not renting excellent physical 
health; and never sick, ill or reasonably healthy. 
Goodness of fit 
Observed self-related health 
excellent 
good 
fair/poor 
total 
Model 1 
Predicted 
Model 2 
Predicted 
excellent good fair/poor excellent good fair/ poor total 
8 26 0 14 20 0 34 
1 37 2 5 32 3 40 
1 9 3 0 3 10 13 
10 72 5 19 55 13 87 
Log likelihood = -79.4 Log likelihood = -57.2 
16.7, p<0.05 61.0, p<0.0001 
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Table 5.3.6 
Ordered probit regression coefficients showing self-rated health explained by 
specific health indicators and open-ended responses for women bom 
1946-56i(n=96) 
Variable2 
Constant 
Phys ica l heal th: 
good 
fair/pK>or 
Fat igue: 
somewhat 
verv 
J 
Lonely: 
verv 
Model 1 Model 2 
Coefficient Coefficient 
(S.E.) (S.E.) 
0.85(.67) 1.33(.72) 
0.27(.34) -0.17(.37) 
0.49(0.46) 
0.80(.36)* 
0 .74( .37r 
Open-ended responses: 
no health problems but p>oor lifestyle 
poor lifestvle fXDor tv'
illness 
0.55(.49) 
0.60(.42) 
0.30(.60) 
1.56(.21) 
2.11(1.0)* 
2.39(1.0)* 
M|l(l) 2 .54( .39)**** 3 .37( .87)**** 
Significant levels: *p<0.05, **p<0.01, ***p<0.001, ****p<0.0001 
^Coefficients after adjusting for sampling biases using birthplace and home ownership. 
Personality (introversion-extroversion) also was included in the model to control for 
indi\idual differences. BMI scores did not significantly contribute to the associations with 
self-rated health. Fatigue pro\-ided a better fitting model than GHQ. 
2The dummy variable comparison groups were Australian bom; not renting; excellent physical 
health; not fatigued; not lonely or somewhat lonely; and never sick, ill or reasonably healthy 
or good lifestyle or reasonably healthy but mentions illness. 
Goodness of fit 
Observed self-related health 
Model 1 
Predicted 
Model 2 
Predicted 
excellent gooc fay-/poor exceuent gooc fair/poor total 
excellent 1 8 1 3 0 2 0 11 0 3 1 
good 9 4 2 1 1 0 4 1 1 5 2 
fair/pHX)r 0 5 8 0 3 1 0 1 3 
to ta l 2 7 6 0 9 3 0 5 5 11 9 6 
Log likelihood = -60.9 Log likelihood = -50.4 
X - n = 63.9,p<0.0001 x- i4 = 85.1, p<0.0001 
The oldest birth cohort (born 1926-46) perceived their health predominantly 
in terms of physical health, although impaired mental health independently 
contributed to the fit of the model (Table 5.3.7, Model 1). Thus, these 
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Table 5.3.7 
Ordered probit regression coefficients showing self-rated health explained by 
specific health indicators and open-ended responses for women bom 
1926-461 (n=106) 
Vaxiable2 
Model 1 
Coefficient 
(S.E.) 
Model 2 
Coefficient 
(S.E.) 
Constant 
Physical health: 
good 
fair/poor 
GHQ score: 
unstable 
very unstable 
Open-ended responses: 
good lifestyle 
reasonably healthy 
no health problems but poor lifestyle 
poor lifestyle 
reasonably healthy but mentions illness 
illness 
-1.13(.55) -0.92(.65) 
0.42(31) 
1 .91( .63)" 
-0.21(.47) 
1.19(.77) 
-0.14(.48) 
0.92(.70) 
1.48(1.5) 
2.87(1.4)» 
0.65 (1.5) 
2.58 (.91)** 
2.65(.37)'^" 3.68(.89)" Mjad) 
Significant levels: *p<0.05, "p<0 .01 , ***p<0.001, ^*^*p<0.0001 
^Coefficients after adjusting for sampling biases using birthplace and home owTiership. 
Personality (introversion-extroversion) also was included in the model to control for 
individual differences. Fatigue, loneliness, BMl, hypertension and high cholesterol did not 
significantly contribute to the associations with self-rated health. 
2The dummy variable comparison groups were Australian bom; not renting; excellent physical 
health; stable GHQ score; and not sick or ill. 
Goodness of fit 
Observed self-related health 
excellent 
good 
fair/poor 
total 
Model 1 
Predicted 
Model 2 
Predicted 
excellent good fair/poor excellent good fair/poor total 
1 3 8 0 1 4 7 0 2 1 
6 4 5 6 7 4 5 5 5 7 
0 11 1 7 0 5 2 3 2 8 
1 9 6 4 2 3 2 1 5 7 2 8 1 0 6 
Log likelihood = -63.0 Log likelihood = -50.0 
x2io= 87.3, p<0.0001 = 113.3, p<0.0001 
women are at an age when chronic disease has its greatest impact on their 
evaluations of health. It is a period that also marks an increased Hkehhood 
of developing chronic diseases and disability. Such an objective appraisal of 
health, however, is not expected to continue into old age, with more 
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subjective assessments likely to have greater weight (Cockerham et al., 1983). 
Model 2 shows the effect of the open-ended responses: again, the mention 
of poor lifestyle and illness improved the goodness of fit, with 'actual' 
physical health remaining significant. 
Overall, the findings presented above suggest that self-rated health 
incorporates both objective and subjective notions of health, especially 
among younger women. Given that the open-ended responses indicated 
that lifestyle factors are important, it may be that the unknown subjective 
parts contain identifiable components. For instance, Fylkesnes and Forde 
(1991) found that, after controlling for disease, psychosocial factors, 
physiological measures and socio-demographic characteristics, leisure 
activity related to physical fitness significantly predicted self-evaluated 
health. Similarly, Lamb and colleagues (1990) reported that physical exercise 
and activity had a significant effect on health assessments among female 
sports participants, although they were less important for non-partidpants; 
while diet and smoking were not significant factors for both groups. Thus, 
these types of lifestyle factors would be worth exploring in more detail in 
future research. Furthermore, mental attitudes, especially among those 
with chronic diseases, would be worthwhile investigating since a number of 
women assessed their health either positively or negatively depending on 
their 'outlook' on life, even when a chronic disease was present. 
Self-rated health over time 
A lay evaluation of health may be looked upon by the medical community 
as an unreliable measure but research has suggested that it is no less reliable 
than more objective types of health indicators (Ware et al., 1978). For 
example, using the Duke Longitudinal Study, Maddox and Douglass (1973) 
found that test-retest correlations at two-year intervals ranged from 0.32 to 
0.71, and that physicians' ratings with self-assessments had a similar 
association over fifteen years. In a younger population, Goldstein and 
colleagues (1984) found that over one year a third of their respondents had 
changed their rating, with self-rated health being significantly sensitive to 
chronic illness of long standing, but not conditions that had recently 
occurred. In the present study, 63 per cent of respondents reported a similar 
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rating between the two surveys.^^ On the basis of Goldstein and colleagues' 
work, it was expected that a substantial amount of the change was not due to 
error but rather to severe chronic diseases causing perceptions to worsen, 
especially among those who had experienced a condition for a long period. 
Table 5.3.8 shows that chronic disease significantly explained respondents' 
worsening perceptions of their health. In particular, respondents who had a 
chronic condition were more likely to evaluate their health as worsening 
than women who were not ill but had similar levels of self-rated health in 
1986-87: this effect was strongest for those who developed their first 
condition before 1986-87. These findings support the conclusions drawn by 
Goldstein and colleagues (1984). Consequently, it would seem that this 
simple self-assessment of health provides a reliable measure for young and 
middle-aged women that is sensitive to chronic disease. 
Table 5.3.8 
Ordered probit regression coefficients showing the effect of disease status on 
self-rated health between the surveys^ (n=289) 
Variable2 Coefficient 
(S.E.) 
Constant -0.23 (.28) 
Self-rated health (first survey): 
good 1.44 (.18)"^ 
fair/poor 1.87 (.25)"^ 
Disease status: 
chronic disease after first survey 0.79 (.21)* 
chronic disease before first survey 1.01 (.19)* 
M|i(l) 2.06 (.15)* 
Significance levels:* p<0.0001 
^Coefficients after adjusting for sampling biases using birthplace and home ownership. 
Personality (introversion-extroversion) also was included in the model to control for 
individual differences. 
2The dummy variable comparison groups were excellent self-rated health in 1986-87; 
Australian bom; not renting; and no reported disease. 
(continued) 
16 Of the 37 per cent who had changed their rating, 64 per cent evaluated their health as 
worse (Kendall's Tau-b correlation = 0.56). The present study was unable to test hypotheses 
about improvements in health or causes of change other than chronic disease. 
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(continued) 
Goodness of fit 
Observed Predicted self-rated health 1990 
excellent good fair/p>oor total N 
excellent 58 27 1 86 
good 24 113 12 149 
fa ir /poor 1 31 22 54 
total N 83 171 35 289 
Log - likelihood = 215.7; x^io = 155.6, p<0.0001 
Furthermore, 'fair' or 'poor' self ratings of health in 1986-87 compared to 
'excellent' health, that were made in the absence of chronic disease, strongly 
predicted the diagnosis of a condition between the two surveys (adjusted 
hazards ratio = 6.8; 95% c.i. = 1.8, 2 5 . 3 ) . x h i s result suggests that women are 
able to evaluate the seriousness of their health before formal confirmation, 
and it also adds to the validity of this self-rating measure and the ability of 
people to foresee the onset of disease and death. 
5.4 Conclusion 
The three health indicators used in this study (chronic disease, mental 
health and self-rated health) are reasonably valid and reliable measures of 
their respective health domains. The similarities between the proportions 
of women with specific chronic disease in this study and the 1989-90 
National Health Survey coupled with the strong associations between the 
types of diseases reported, and other indicators known to be related to 
illness, suggest that the physical conditions mentioned are a reliable and 
accurate representation of serious chronic disease (not necessarily of specific 
conditions). Furthermore, the ages at diagnosis with particular conditions 
are consistent between cohorts and follow the expected ageing pattern, with 
conditions such as heart disease and arthritis mostly occurring in middle 
age. The flow of the questions combined with trained interviewers and 
motivated respondents who were primed to recall their dates of major life 
17 Results from a Cox proportional hazards analysis (Cox, 1972). The hazards ratio 
(exf)onentiation of the parameter estimate) was after adjusting for age, birthplace, home 
ownership, personality (introversion-extraversion) and occupational class (see Appendix 
5.K). 
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events from the first survey have provided the necessary factors for the 
collection of accurate disease histories. 
The mental health index constructed from ten items in the General Health 
Questionnaire (Goldberg, 1972) produced similar results to those found in 
the literature; its items are homogeneous (internally reliable) and it is 
significantly related to hypothesized causes of psychiatric impairment 
(Goldberg and Williams, 1988). Consequently, there is support to suggest 
that the index is a valid and reliable measure of non-psychotic psychiatric 
impairment. Since the measure is not identical to Goldberg's 
12-item scale and it has not been extensively tested, however, the study's 
index must be considered a weaker indicator of psychological distress than 
Goldberg's measure. 
Chronic disease is a major component of 'fair' or 'poor' self-rated health, 
with w^orsening assessments of health significantly depending on the 
presence of chronic illness, especially among those who have a 
long-standing condition. The analyses of self-rated health also produced 
some new insights into this interesting and valuable measure of health: for 
instance, there is a variety of different concerns used by women with and 
without a physical health problem to evaluate their health, that vary 
significantly by birth cohort. Younger women rely heavily on subjective 
assessments of lifestyle to rate their health, while older cohorts use a 
combination of more objective indicators associated with mental health and 
subjective evaluations of their lifest\'le. Furthermore, there is evidence to 
suggest that women are able to evaluate the seriousness of their health long 
before a formal diagnosis. Consequently, in addition to covering medical 
indicators of poor health, women's self-ratings include their perceptions 
based on experiences and growing knowledge of risk factors accurately to 
judge their level of health. 
In conclusion, the measures of mental health, chronic disease and self-rated 
health provide the study with a broad coverage of health to test its 
hypotheses. The longitudinal information on chronic conditions allows the 
study to examine the interplay between social-role careers and chronic 
disease over most of the life course. 
CHAPTER SIX 
A RECONSIDERATION OF THE RELATIONSHIP 
BETWEEN SOCIAL-ROLE AND 
HEALTH CAREERS 
S.CjDhK^ 
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6.1 Introduction 
Over the last ten years there has been a gradual shift in the literature 
towards a life-course perspective that emphasizes both social causation and 
social selection. For instance, Bartley (1991) pointed out the importance of 
social and economic influences on the relationship between chronic illness 
and employment status; Waldron and colleagues (1982) concluded that 
middle-aged women display a strong 'healthy worker' effect; Moen and 
colleagues (1992) showed that health problems earlier in life are associated 
with poorer health status in old age; Makosky (1982) demonstrated that 
chronic stressors, major life events and mental health are intertwined, with 
chronic strains dominating the stress process; and a few researchers believe 
that social careers during early adulthood should substantially contribute to 
subsequent health outcomes (Haynes and Feinleib, 1980; Elder and Liker, 
1982; Moen et al., 1992). 
The literature has yet to apply an adequate approach to determine which 
social-role careers are related to health status. Indicators have been used that 
probably mask many significant associations. For example, Haynes and 
Feinleib (1980) investigated the effect on heart disease onset of time spent 
employed during women's entire adult lives, ignoring most of the social 
causation and selection processes that occur over such a long period. As an 
alternative, the present study offers a life-course approach that relies on the 
interrelatedness of early and later life circumstances (Spilerman, 1977). 
Social careers are first 'anchored' in early adulthood, and the amount of 
time spent within combinations of employment, marital and parental 
statuses in the absence of chronic disease over age-defined periods is used to 
build up a picture of the social paths that lead to various health outcomes. 
Then the influence of chronic disease on social-role participation is 
examined to emphasize the dynamic nature of the process (see Model 2.5.1, 
p.29). 
After a review of the literature and consideration of the likely effect of recent 
social changes, a number of general hypotheses were generated at the end of 
chapter two. In this chapter a set of more specific hypotheses are tested. 
Furthermore, owing to the innovative nature of the study's approach some 
exploratory work is carried out that leads to the development of hypotheses. 
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The analysis is split into two sections: the first part investigates the health 
consequences of social-role careers anchored in early adulthood, and the 
second focuses on social selection, highlighting the effects of chronic disease 
on marital status, childbearing and employment status. Both sections use 
regression techniques, and a nesting procedure is carried out in each 
regression analysis to determine which dummy variables from a set of 
k factors can be collapsed together without significantly weakening the fit of 
the models. For example, it may be found that two or more dummy 
variables within the early-adulthood social-role set can be combined into 
one dummy variable without significantly changing the nature of the 
relationship between early-adulthood roles and the dependent measure. 
The membership of a dummy variable therefore may vary between 
regression models that have different dependent measures. Such an 
approach conserves degrees of freedom and increases group sizes, and 
consequently is advantageous because of the small sample. In addition, in 
cases where a group size is too small, members will be either collapsed with 
the most appropriate alternative group or excluded from the analysis, 
depending on the results. Finally, given the size of the present study's 
sample some caution is needed in the interpretation of the findings, 
especially since the power of a test to correctly reject the null hypothesis may 
be weak in some instances. 
6.2 Evidence of social-role careers influencing health status 
Based on the study's theoretical model, this section tests hypotheses about 
the influence of the social process on health outcomes. The three main 
health indicators examined were retrospective dates of diagnosed chronic 
physical disease; scores on a measure derived from the General Health 
Questionnaire (GHQ); and self-rated health.^ In relation to social 
structures, the life-course methodology outlined in chapter four was 
employed: women's social-role careers were 'anchored' in early adulthood, 
with group membership depending on the amount of time between ages 20 
and 29 years spent working in a job outside the home (including studying), 
or not working while married (including de facto unions), or single 
1 Self-rated health (SRH) was examined both as a current-status measure and as a change in 
SRH determined by a regression equation, SRH1990 = B'l * SRH1986-87 + B'2 * Controls + B'3 
* Explanatory variables + error. 
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(including never married, separated or divorced) and childless or with 
children. Also, among older women (those born 1926-46) an analysis was 
carried out to examine the effect of subsequent social-role careers within the 
anchoring groups on the health outcomes of the study. The sample size 
limits the number and types of additional paths that could be investigated. 
Other more conventional approaches were examined, such as the total time 
spent employed or married over the life course, different 'anchoring' 
periods, and cross-sectional measures. These approaches, however, 
produced substantially worse-fitting models, as well as conceptually weaker 
evidence of social causation given that social selection and causation 
increase in complexity over the life course. 
Women bom between 1956 and 1966 (aged between 20 and 29 years at the 
baseline survey) had not yet lived long enough to describe their social 
careers adequately or to demonstrate the effect of career participation on 
health, and therefore were excluded from the analysis. Women who 
developed a chronic disease before age 30 years were also omitted, which 
reduces the effect of poor health on early-adulthood role participation (social 
selection), and increases the probability of excluding those who have health 
conditions caused by factors not associated with social influences. 
Cox proportional hazards models (Cox, 1972) were used to determine the 
relationships between social-role careers and the risk of chronic disease. The 
formal model based on the hazard rate at time t is: X{t;z) = exp(z(3)>^(t), 
where (3 is a p x 1 vector of unknown parameters, and ^o(t) is an unknown 
fimction giving the hazard function for the standard set of conditions z = 0. 
The results from analyses using this regression technique show parameter 
estimates and their standard errors; and exponentiated parameter estimates 
(hazard ratios) which give the associated risk of developing a chronic disease 
relative to an unknown (arbitrary) baseline hazard, although since the 
simplest Cox model assumes that the hazard function and underlying 
hazard are proportional, inferences can be made about the risk multiplier 
(exp zP) without involving the baseline hazard.^ Also, approximate 95 per 
2 A range of time-varying covariates were examined to test the proportionality assumption. 
AH time-varying covariates were found to be small and non-significant. Also, similar models 
were found when splitting the period of disease onset into two (30-39 years and 40-63 years). 
Finally, two parametric survival models (Weibull and Exponential) were examined as 
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cent confidence intervals associated with the hazard ratios are given, 
computed using exp((3' ± 1.96'^S.E.). At the bottom of each table is the final 
Log-Likelihood estimate for the model, its associated x^ statistic, and the 
statistic related to the change in the Log-Likelihood as a result of social-role 
careers.3 Only the onset of the first chronic disease was considered, and a 
range of control variables were included in the models to reduce 
confounding effects: for instance, current age (controlling for cohort 
differences); birthplace; home ownership in 1986-87 (adjusting for sampling 
biases); occupational class,-^ personality (introversion-extroversion); 
number of children before the onset of chronic disease; and health-related 
childbearing difficulties (further reducing the effect of social selection). 
In relation to the other health outcomes, ordinary least-squares regression 
models, adjusted for the control variables and the presence of chronic 
disease, were employed to investigate the relationship between 
early-adulthood social-role careers and mental health (GHQ) ^ Ordered 
probit models (McKelvey and Zavoina, 1975), adjusted for the control 
variables, chronic disease and mental health, were used to examine the 
effects of role careers on self-rated health (see Appendix 5.E for a description 
of ordered probit models). Given that these two health indicators are likely 
to be influenced by recent life events (Makosky, 1982; Avis et al., 1991), there 
was an analysis of the relative importance of some major life events in the 
models. The questionnaires did not include a life-event check list, but 
instead asked respondents about key turning points in their lives: for 
alternatives. Both models produced substantially poorer fitting models than the Cox. 
Consequently, there is strong evidence to suggest that the proportionality assumption is met. 
3 To obtain the Log-LikeHhood when the slopes are restricted to zero use the formula 
(X^f/-2) + the Log-Likelihoodf; or the Log-LikeUhood with only the control variables in the 
model can be obtained from (X^c/-2) + the Log-Likelihoodf, where f represents the value 
corresponding to the final model, and x^c represents the x^ value for the change in the model 
resulting from social-role participation. 
4 In the main analysis occupational class and home ownership were chosen as indicators of 
socio-economic status over educational attainment and income because income data had too 
much missing information; and it was thought that educational attainment was less 
representative of women's social conditions than occupational class: this hypothesis was 
supported by an analysis that showed occupational class to have a stronger relationship with 
health outcomes than educational attainment. 
5 The distribution of GHQ scores is positively skewed. Analyses employing transformed 
scores were compared to results using the raw scores: the findings were similar. In addition, 
tests for curvilinear trends were carried out, with the findings suggesting that the tiends were 
substantially linear. Preference, therefore, was given to the untiransformed data using an 
ordinary least squares technique. 
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example, dates of marriage, migration, childbirth, when parents and 
children died, and starting and stopping work. It was not possible, therefore 
to obtain a life-event score. Furthermore, the sample size limited the types 
of life events that could be examined. 
Finally, the measurement of mental health and self-evaluated health 
precluded comparing cohorts when they were at similar ages, and as a result, 
the study's hypotheses focus on relationships within cohorts and not 
between cohorts. The stratification of the analysis does reduce the power of 
the statistical tests because of the smaller sample sizes. Consequently, 
caution is needed when interpreting the results from these analyses. 
Chronic disease as an outcome 
Hypothesis: Social-role careers during early adulthood are significantly 
associated with the onset of subsequent chronic disease. 
Table 6.2.1 shows the result after fitting early-adulthood role careers to the 
chronic disease model.6 A number of controls are included in the model: 
these variables were used to reduce confounding in the association between 
social roles and the risk of chronic disease. To further substantiate the 
findings, similar results to those shown in the table were found when the 
onset of chronic disease was restricted between the ages 30 and 39 years (see 
Appendix 6.A), and within narrower cohorts (those born 1926-46 and those 
bom 1946-56). Consequently, the findings support the hypothesis, with 
early-adulthood roles influencing chronic disease over the subsequent life 
course. Such a conclusion is based on a small sample, and therefore the 
estimates may be somewhat unreliable and the representativeness of the 
findings to a larger population may be limited. An analysis of the 
Australian Family Project national sample in chapters three and four, 
however, showed that the Follow-up sample was mostly representative of 
the socio-demographic profiles found for Australian women. Appendix 6.B 
also shows that early-adulthood social roles were significantly associated 
with self-rated health for the national sample. These findings, therefore, 
strengthen the conclusion. 
6 The estimated cumulative survival rate based on the obtained model and mean scores for 
the regressors was not dramatically different from the observed survival, although the 
estimated rates tended to drop lower than the actual rate towards the end of the period. 
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Table 6.2.1 
Cox proportional hazards parameter estimates and hazard ratios showing 
the relationship between early-adulthood social-role careers and the onset of 
chronic disease over the ages 30 to 63 years (n=183) 
Estimated Estimated 
Variable i Parameter Hazard Ratio 
(Approx. 95% 
(S.E.) C.I.)2 
Controls 
Age in 1990 (years) -0.06 (.03)* 0.9 (0.9, 1.0) 
Birthplace: 
UK/USA/NZ -0.03 (.41) 1.0 (0.4, 2.1) 
Europe -0.43 (.44) 0.7 (0.3, 1.6) 
Asia/Pacific -0.67 (.81) 0.5 (0.1, 2.5) 
Home ownership in 1986-87: 
renting 0.50 (.60) 1.6 (0.5, 5.3) 
Birthplace x Home ownership: 
migrant x renting 0.58 (1.0) 1.8 (0.3, 12.2) 
Occupational class: 
manual worker household 0.35 (.31) 1.4 (0.8, 2.6) 
Health-related childbearing problems: 
yes 0.37 (.37) 1.4 (0.7, 3.0) 
Number of children before diagnosis with chronic disease: 
three or more 0.28 (.31) 1.3 (0.7, 2.4) 
Personality (introversion-extroversion) 0.01 (.07) 1.0 (0.9, 1.2) 
Social-role participation between ages 20 and 29 years: 
mostly employed with children^ 2.02 7.6 (2.6, 21.6) 
mostly not employed, married with children 1.25 3.5 (1.5, 8.2) 
mostly employed, married and childless 0.69 (.65) 2.0 (0.6, 7.1) 
mostly employed, single and childless 1.42 (.46)** 4.1 (1.7, 10.2) 
Significance levels: * p < 0.05; p < 0.01; *** p < 0.0001 
Note that the significance levels associated with the coefficients may be misleading because 
the t ratio test assumes normality. Appendix 6.C provides the more appropriate x^ values and 
significance levels derived from Likelihood ratio tests. 
Number of respondents developing a chronic condition = 56. 
Log-Likelihood for the entire model = -229.68; 31.01; d.f. = 14; p = 0.005. 
Social-role participation significantly improved the model 19.14; d.f. = 4; p = 0.007). 
^Women who developed a chronic disease before age 30 years were excluded from the 
analysis. The dummy variable comparison groups were Australian bom; not renting; non-
manual worker household; no childbearing difficulties; less than three children; 9 or 10 years 
employed with children; and varied roles but mostly not employed. 
^Hazard ratio is the exponentiated parameter estimate. It gives the risk of chronic disease 
relative to an arbitrary baseline hazard under the assumption that the hazard functions for 
all covariate patterns are proportional to the baseline hazard. 
^Marital status was not important, although 80 per cent of these women had spent at least 
five years employed, married with children between the ages 20 and 29 years. Furthermore, 
women who had spent 9 or 10 years employed with children were excluded from this group 
because they tended to have had a low risk of chroruc disease (n=2). 
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Given the possibility of some unreliable estimates, the relative risks of 
chronic disease betw^een social-role careers have been treated with some 
caution. The results show that women who followed more uniform social 
careers during early adulthood were more hkely than those who 
experienced varied role combinations, especially those mostly not employed, 
to have developed a chronic disease. Women who spent most of their 20s 
employed while rearing young children tended to have the largest risk of 
chronic disease; it was approximately eight times that of the reference group 
(see Appendix 6.C for selected contrasts using other reference groups). 
Although there are only a handful within a specific disease category, the 
tynpes of conditions reported by these women included arthritis and back or 
spinal problems (see Appendix 6.D). It is felt that the diseases reported 
provide some insights to help develop hypotheses. It is expected, therefore, 
that over and above the effects of socio-economic status many women who 
were mostly employed while rearing young children had experienced some 
sort of role overload. 
Table 6.2.1 further indicates that women who spent nine or 10 years 
employed with children during their 20s tended to have a low risk of 
chronic disease: this result suggests that, after controlling for 
socio-economic status, these women who started their career 'early' and 
maintained it during their 20s were better able to manage their 
circumstances than those who t\^ically started later. An analysis of the 
Australian Family Project national data produced a similar finding when 
using self-rated health (see Appendix 6.B). Thus, it is hypothesized that the 
timing and maintenance of certain more uniform careers dramatically 
affects women's perceptions, the ability to cope and consequently their 
physical health status. 
Women who spent most of their 20s either not employed while married 
with children (a traditional career) or employed, single and childless were 
also found to have had a relatively high risk of chronic disease 
(approximately 3.5 and 4.1 times more than the reference group, 
respectively). In contrast to women mostly employed with children, these 
women reported the largest proportions with stomach or duodenal ulcers 
(n=6 and n=5, respectively, also see Appendix 6.D). It is hypothesized, 
therefore that some of these women had suffered mental trauma: for those 
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who followed a traditional career during early adulthood it is expected that 
role conflict stemming from a need to satisfy their family and a desire to 
have a career outside the home was a significant cause of this trauma. 
Social-role careers only based on involvement between the ages 20 and 29 
years may hide important relationships between longer social careers and 
chronic disease because of increasing heterogeneity within anchoring groups 
as the life course unfolds. Table 6.2.2 shows, however, that the majority of 
careers between the ages 20 and 29 years were not significantly influenced by 
subsequent employment behaviours in their relationship with chronic 
disease for women bom between 1926 and 1946^ (Appendix 6.E shows 
selected contrasts using other reference groups). This finding implies that 
social heterogeneity over the ensuing life course has only a marginal effect 
on physical health. Caution is needed in drawing strong conclusions 
because the power of the statistical tests was reduced.^ 
There was one exception to the above conclusion: the risk of chronic disease 
for women who were employed, single and childless for most of their 20s 
was significantly affected by subsequent employment participation during 
their 30s (see Table 6.2.2). For instance, middle-aged women who were 
employed, single and childless for most of their 20s and not employed for 
most of their 30s, typically to have children, were at the highest risk of 
chronic disease (approximately 12 times more likely than the reference 
group); while those starting out in the same career during their 20s and who 
continued to work for most of their 30s were at a substantially lower risk. 
Open-ended responses indicate that role conflict may have been a major 
source of stress for women who were mostly employed, single and childless 
during their 20s and not employed for most of their 30s (typically after 
getting married and having a child), with a number of these women 
mentioning that they left work because their husbands did not want them to 
work any longer. These findings suggest that leaving employment 'late' in 
early adulthood to rear young children may be associated with an 
7 Women aged between 30 and 39 years in 1986-87 had not yet lived long enough to describe 
their social careers adequately or to demonstrate the effect of subsequent career participation 
on health, and therefore were excluded from this analysis. 
8 No significant cohort interactions (those bom 1926-36 vs those bom 1936-46) were found. The 
control variables showT\ in Table 6.2.2 did not substantially contribute to the model. 
Furthermore, marital careers and number of children also were tested and found to be non-
significant. 
Social-Role and Health Careers 99 
accumulation of stresses from work and child-rearing roles that dramatically 
affect women's health. 
Table 6.2.2 
Cox proportional hazards parameter estimates and hazard ratios showing 
the relationship between social-role careers and the onset of chronic disease 
over the ages 40 to 63 years (n=87) 
Estimated Estimated 
Variable! Parameter Hazard Ratio 
(Approx. 95% 
(S.E.) C.I.)2 
Controls 
Age in 1990 (years) -0.10 (0.04)* 0.9 (0.8, 1.0) 
Birthplace: 
UK/USA/NZ 0.04 (.58) 1.0 (0.3, 3.2) 
Europ>e -0.69 (.57) 0.5 (0.2, 1.5) 
Occupational class: 
manual worker household 0.57 (.45) 1.8 (0.7, 4.2) 
Health-related childbearing problems: 
yes 0.43 (.47) 1.5 (0.6, 3.9) 
Number of children before diagnosis with chronic disease : 
three or more -0.30 (.40) 0.7 (0.3, 1.6) 
Personality (introversion-extroversion) -0.07 (.10) 0.9 (0.8, 1.1) 
Social-role careers between the ages 20 and 39 years: 
mostly employed with children in 20s^ ; or 0.98 (.46)* 2.7 (1.1, 6.6) 
mostly not employed, married with 
children in 20s 
mostly employed, single and childless in 20s 2.51 (.67)** 12.3 (3.3, 45.7) 
and mostly not employed in 30s 
Significance levels: * p < 0.05; ** p < 0.001 
Note that the significance levels associated with the coefficients may be misleading because 
the t ratio test assumes normality. Appendix 6.E provides the more appropriate values and 
significance levels derived from Likelihood ratio tests. 
Number of respondents developing a chronic condition = 30. 
Log-LikeUhood = -104.5; x^ = 17.9 ; d.f. = 9; p < 0.05. 
Social-role participation significantly improved the model (x^ = 13.4 ; d.f. = 2; p < 0.001). 
Social-role participation between ages 20 and 39 years was a significantly better fitting 
model than social-role participation between ages 20 and 29 years (x^ = 6.96; d.f. = 1 p < 0.01). 
^Women who developed a chronic disease before age 40 years were excluded from the 
analyses. The dummy variable comparison groups were Australian bom; not renting; non-
manual worker household; no chUdbearing difficulties; less than three children; varied roles 
but mostly not employed between the ages 20 to 29 years; 9 or 10 years employed with children 
during 20s; and varied role but mostly employed and mostly childless between the ages 20 and 
29 years and mostly employed during 30s. 
^Hazard ratio is the exponentiated parameter estimate. It gives the risk of chronic disease 
relative to an arbitrary baseline hazard under the assumption that the hazard fimctions for 
all covariate patterns are proportional to the baseline hazard. 
^Marital status was not important, although 80 per cent of these women had spent at least 
five years employed, married with children, between the ages 20 and 29 years. Furthermore, 
women who had spent 9 or 10 years employed with children were excluded from this group 
because thev tended to have had a low risk of chronic disease. 
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A more conventional approach was carried out using a variety of 
cross-sectional indicators of employment, marital and parental status at exact 
ages 20, 30 and 40 years, and a measure that anchored combinations of social 
roles between the ages 30 and 39 years. The analysis yielded dramatically 
poorer-fitting models than did the life-course approach. In Appendix 6.F it 
is shouTi that respondents bom between 1926 and 1956 who were not 
employed at exact age 30 years were marginally more likely than those 
employed to have developed a chronic disease (other main effects and 
interaction effects and the alternative anchoring period were substantially 
less important). This result supports much of the literature (Waldron et al., 
1982; Waldron and Jacobs, 1988; McKinlay et al., 1990; Hibbard and Pope, 
1991). 
The present study has argued that a cross-sectional measure of social roles 
has high levels of within-group heterogeneit}^ and therefore masks many of 
the relationships that exist betw^een social-role and health careers. After the 
inclusion of the substantial effects of role careers between the ages 20 and 29 
years, model 2 in Appendix 6.F shows that the contribution of employment 
status at age 30 years to the fit of the model becomes more significant. This 
finding suggests that controlling for role behaviour between the ages 20 and 
29 years reduces the heterogeneity^ within the cross-sectional measure of 
emplo^TTient status. This conclusion supports the argument that 
cross-sectional indicators of role participation poorly represent the effect of 
social-role careers in a health model. In addition, the findings demonstrate 
not only that the 'building' approach adopted in the present study better 
reflects the different social careers that women follow, but also that early-
adulthood social behaviours are important in predicting subsequent life 
circumstances over and above a broad range of possible confounders. 
Hypothesis: Younger cohorts of women who spent most of their early 
adulthood employed in a job outside the home while rearing children are 
less likely to develop chronic disease than their older counterparts at similar 
ages; and older cohorts who spent most of the early adulthood in a 
traditional career (not employed, married with children) are likely to have 
the lowest levels of chronic disease. 
Tables 6.2.1 and 6.2.2 show that, regardless of social career, birth cohort (age 
in 1990) was significantly related to chronic disease onset. Younger cohorts 
of women had a higher risk of chronic disease than older women. This 
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result supports the worsening morbidity profile shown in Western 
countries (Davis and George, 1988). There are a number of possible 
explanations for this pattern: for instance, the recent trend towards 'health 
awareness' may have resulted in earlier diagnosis of many chronic diseases 
for younger cohorts; more women in younger cohorts may have deferred 
death as a result of improving medical treatment; a greater proportion of 
women in younger cohorts are adopting risk behaviours, such as cigarette 
smoking; older cohorts who had life-threatening conditions early in life 
may not have lived to the time of the surveys; and older cohorts may have 
underreported their experience of chronic disease at young ages. Given that 
similar types of diseases were reported by cohorts, and given the intensity of 
the interviewing, it seems that the worsening health profile is not likely to 
be purely a consequence of underreporting. Verbrugge (1983) also suggests 
that there may have been a rise in illness because a greater proportion of 
younger cohorts are following stressful social-role careers compared to older 
cohorts. The significant effect of age in the present study adjusted for social-
role careers, and therefore the findings suggest that factors other than social 
roles were significantly contributing to the association between birth cohort 
and chronic disease onset. 
The analysis found that there were no significant interactional effects 
between cohort and role careers on chronic disease onset. Thus, contrary to 
expectation, the relationship between role careers during early adulthood 
and chronic disease may be similar for younger and older cohorts. In spite of 
changes in attitude towards women's place in society (Worsley and Worsley, 
1990), this finding suggests that circumstances within roles have remained 
relatively similar throughout the recent social changes in role careers. Such 
a conclusion does have some support from the fact that women's tasks 
within roles have not dramatically changed (Davidson and Cooper, 1984; 
Bittman, 1991). On the other hand, the acceptance of this conclusion should 
be treated with caution owing to the reduced power of the statistical tests to 
reject the null hypothesis. Furthermore, women bom between 1946 and 
1956 may have been too young to show dramatic shifts in their 
chronic-disease profiles within social-role careers, and the physical health 
consequences of recent social changes will possibly become more significant 
as this younger cohort ages. 
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Mental health and self-rated health as outcomes 
Hypothesis: Among those born between 1946 and 1956, women who spent 
most of their 20s in a traditional career are more likely to have higher levels 
of psychological distress and rate their health poorer than their 
non-traditional colleagues. 
Model 1 in Table 6.2.3 shows that young women (born 1946-56) who 
followed a more traditional career during early adulthood were substantially 
more likely to have been psychologically distressed at the time of the 
Follow-up than their peers (see also Appendix 6.G).9 This result supports 
the hypothesized relationship outlined above: some caution is needed in 
drawing a strong conclusion owing to the small sample which reduced the 
power of the statistical tests, and therefore some estimates may be unreliable, 
especially for those social careers that were not significant. The adjusted 
association between social roles and psychological distress is relatively weak 
(see Table 6.2.3), explaining approximately four per cent of the variance in 
the GHQ measure. Given the list of controls, such a finding was expected, 
especially since chronic disease was associated with both early-adulthood 
roles and mental-health status. 
The causal association between early-adulthood role participation and 
psychological distress, however, is less clear: it may represent the effect on 
psychological well-being of social conditions associated with a traditional 
career (social causation); or it is possible that psychologically distressed 
women were more likely to follow a traditional career, suggesting that some 
kind of 'depressive personality' selects women into particular life courses. 
The model does control for particular personality differences by including 
introversion-extroversion. This indicator shows that introverts were more 
likely to be psychologically distressed than extroverts. On the basis of 
observation, it seems that a process may exist where women who are highly 
susceptible to feelings of psychological distress, typically having inadequate 
coping skills, are more likely to experience deleterious social circumstances 
that accentuate their feelings of distress. 
9 An initial analysis revealed that there was a significant interaction effect between birth 
cohort (those bom 1926-46 vs those bom 1946-56) and early-adulthood role careers, justifying 
the stratification of the main analysis by cohort. In chapter four educational attainment was 
significantiy related to early-adulthood roles. Educational attainment was considered in the 
model but did not significantly add to or change the models shown in Table 6.2.3. 
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Table 6.2.3 
Ordinary least squares regression coefficients showing the effect of 
early-adulthood social-role careers and change in household composition on 
psychological distress in 1990 for women bom 1946-56 (n=86)l 
Model 1 Model 2 
Variable^ Coefficient Coefficient 
(S.E.) (S.E.) 
Constant 6.97 (3.7) 7.25 (3.6)* 
Controls 
Age in 1990 (years) -0.12(.09) -0.14 (.09) 
Birthplace: 
UK/USA/NZ 0.27 (.74) 0.41 (.73) 
Europe -1.68 (.98) -1.90 (.96) 
Asia/Pacific 1.16 (.82) 1.19 (.80) 
Home ownership in 1986-87: 
renting 0.09 (.77) 0.17 (.76) 
Birthplace x Home ownership: 
migrant x renting -0.20 (1.16) -0.54 (1.15) 
Occupational class: 
manual worker household 1.11 (.61) 1.07 (.60) 
Health-related childbearing problems: 
yes 0.41 (.87) -0.03 (.87) 
Number of children: 
three or more 0.10 (.54) -0.07 (.53) 
Personality (introversion-extroversion) -0.32 (.14)* -0.28 (.15) 
Chronic disease status: 
has a chronic disease 2.07 (.67)** 1.89 (.66)** 
Social-role participation between ages 20 and 29 years: 
mostly not employed, married with children 1.34 (.64)* 1.16 (.63) 
Change in household composition size between surveys: 
decrease 1.36 (.66)* 
0.35 
0.24 
0.04 
0.39 
0.27 
0.02 
r 2 
Adjusted R^ 
Adjusted R^ due to social-role participation 
Significance levels: * p < 0.05; ** p < 0.001 
^In 1990 these respondents were aged between 33 and 44 years. Women who developed a 
chronic disease before age 30 years were excluded from the analyses. Similar results were 
found using the entire cohort. 
-The dummy variable comparison groups were Australian bom; not renting; non-manual 
worker household; no childbearing problems; less than three children; no chronic disease; and 
the balance of early-adulthood social-role careers not showTi in table. 
Regardless of causation, traditional young women were more likely to have 
been single in the Follow-up Study than their peers, with 27 per cent (n=6) 
separated, divorced or widowed in 1990 compared to 8 per cent (n=5) of those 
following other careers. Furthermore, substantially more of them were 
unhappv with their husbands in 1986-87 (18%) than their non-traditional 
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counterparts (8%). In fact, marital problems contributed to major changes in 
household composition, with 43 per cent of traditional women experiencing 
a reduction in household size between the surveys compared to only 12 per 
cent of other women. This shift in household composition also significantly 
contributed to the mental health (model 2 in Table 6.2.3):io young women 
with fewer occupants in their household between the surveys (typically a 
husband leaving) had substantially higher levels of psychological distress 
than those with no change or a gain in size. The effect of early-adulthood 
role careers in the model also was reduced, suggesting that much of its 
association with mental health was indirect, going through changes in 
household composition. 
The results, therefore, provide some support for the notion that the marital 
relationship is a significant source of distress for women bom between 1946 
and 1956 (Kandel et al., 1985; McKinlay et al., 1990), and that marital 
problems are associated with early-adulthood role involvement. Further 
support was found from open-ended responses: a woman born between 
1946 and 1956 who had four children and who had stayed at home to care for 
her children during her 20s, started working in her 30s and was finding the 
job 'a great learning experience ... and that housework was unproductive'. 
She felt that she was still 'trying to find a balance between the two'; 
however, her task was made more difficult because her husband 'expected 
me to play a traditional role'. 
In relation to self-rated health, model 1 in Table 6.2.4 shows that women 
bom between 1946 and 1956 who followed a traditional career during their 
20s also rated their health worse in 1990 than their non-traditional 
counterparts (despite the t-ratio test on the coefficient being non-significant, 
the overall model was significantly improved by the inclusion of the 
traditional-career indicator). The importance of this relationship remained 
after adjusting for respondents' 1986-87 health ratings (model 2 in Table 
6.2.4). Once more, these results provide support for the hypothesis, and 
again caution is need in drawing a strong conclusion owing to reduced 
10 Emplovment status at the time of the baseline survey and changes in status between the 
sun^eys did not significantly add to the model. 
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Table 6.2.4 
Ordered probit regression coefficients showing the effect of early-adulthood 
social-role careers on self-rated health in 1990 for women bom 1946-561 
(n=86) 
Model 1 Model 2 
Variablel Coefficient Coefficient 
(S.E.)2 (S.E.)3 
Constant -1.5 (2.8) -1.18 (3.1) 
Controls 
Age in 1990 (years) 0.08 (.07) 0.06 (.07) 
Birthplace: 
UK/USA/NZ -0.71 (.65) -0.63 (.74) 
Europe -0.87 (1.2) -0.39 (1.5) 
Asia/Pacific 0.29 (1.0) 0.45 (1.0) 
Home ownership in 1986-87: 
renting 0.08 (.47) 0.11 (.49) 
Birthplace x Home ownership: 
migrant x renting 1.33 (1.0) 1.25 (1.0) 
Occupational class: 
manual worker household 0.79 (.49) 0.67 (.57) 
Health-related childbearing problems: 
ves 0.56 (.48) 0.61 (.58) 
Number of children: 
three or more -0.13 (.39) 0.04 (.41) 
Personality (introversion-extroversion) -0.37 (.12)= *^ -0.33 (.13)* 
Chronic disease status: 
has a chronic disease 0.88 (.45)* 0.89 (.49) 
Mental health in 1990 (GHQ) -0.02 (.09) -0.06 (.09) 
Self-rated health (1986-87): 
good 0.96 (.36)** 
fair/poor 0.88 (2.6) 
Social-role participation between ages 20 and 29 years: 
mostly not employed, married with children 0.76 (.49) 0.84 (.47) 
M^d) 2.58 (.42)*** 2.78 (.44)*** 
Significance levels: p < 0.05; ** Tp < 0.001; *** p < 0.0001. 
1 In 1990 these respondents were aged between 33 and 44 years. The dummy variable 
comparison groups were Australian bom; not renting; non-manual worker household; no 
childbearing problems; less than three children; no chronic disease; excellent self-rated 
health; and the balance of early-adulthood social-role careers not shown in table. Women 
who developed a chronic disease before age 30 years were excluded. Similar results were 
found using the entire cohort. 
2 Social roles significantly improved the model (x^ = 3.8; d.f. = 1; p < 0.05). 
3 Sodal roles significantly improved the model (x^ = 4 5. ^.f. = 1; p < .0.05). 
Goodness to fit 
Observed self-related health 
Excellent 
good 
fair/poor 
total 
Model 1 
Predicted 
Model 2 
Predicted 
excellent good fair/poor excellent good fair/poor total 
1 5 1 4 0 1 9 1 0 0 2 9 
7 4 3 0 9 4 0 1 5 0 
0 5 2 0 4 3 7 
2 2 6 2 2 2 8 5 4 4 8 6 
Log likelihood = -55.3 Log likelihood = -51.3 
X i^a = 41.8, p<0.0001 x^is = 49.7, p<0.0001 
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statistical power and the likelihood of some unreliable estimates for the 
social-role groups.^ The relatively weak association found is the result of 
the control variables, in particular chronic disease explaining a large amount 
of the same variation in self-rated health as the social-role indicator. 
The results shown in model 2 of Appendix 6.B for Australian women born 
betw^een 1946 and 1956 indicate that those who followed a traditional career 
rated their health better than most others. This finding contradicts the one 
shown in Table 6.2.4. The comparison, however, is misleading because of 
site differences associated with self-ratings of health among women in this 
birth cohort: it was found that the relationship between early-adulthood 
social roles and self-assessed health varied between cities. Furthermore, if a 
richer list of control variables had been available for the national sample 
then the results may have been more similar, although using comparable 
controls in the Follow-up analysis to those used in the Australian Family 
Project investigation still produced conflicting trends. Consequently, the 
findings in Table 6.2.4 are probably at best limited to women bom between 
1946 and 1956 who were living in Sydney. 
Social-role participation at the time of the baseline survey, changes in roles 
between the surveys, and household-composition indicators failed to 
substantially contribute to the explanation of self-rated health in 1990, 
suggesting that early-adulthood careers were not working through more 
recent life circumstances to explain self-rated health. The personality 
measure (introversion-extroversion) substantially contributed to the models 
(see Table 6.2.4), with introverts tending to assess their health worse than 
extroverts. Such a finding has many interpretations: for instance, it may 
reflect a greater awareness among introverts of their health status; or that 
introverts generally have poorer levels of health than extroverts; or that the 
measurement of personality was influenced by health, with women who 
were functionally limited more likely to depict themselves as introverted. 
11 Again, an initial analysis revealed that there was a significant interaction effect between 
birth cohort (those bom 1926-46 vs those bom 1946-56) and early-adulthood role careers, 
justif\Tng the stratification of the main analyses by cohort. Educational attainment also was 
considered in the model but did not significantly add to or change the models showTi in Table 
6.2.4. 
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Based on the analysis in chapter five, the specific indicators other than 
physical and mental health associated with self-evaluated health for this 
cohort were loneliness, fatigue and open-ended responses about quality of 
lifestyle. It was found that women who were in a traditional career during 
their 20s were significantly more likely to have reported feeling fatigued and 
living a poor lifestyle than their non-traditional peers. Also, these 
indicators substantially reduced the effect of the social-career indicator in the 
self-rated health models, indicating that the differences between women 
who had participated in a traditional career and their peers in self ratings of 
health were mostly due to feelings of fatigue and poor lifestyle. Given that 
self-assessed health is a good predictor of chronic disease onset (see chapter 
five), it is probable that these traditional women are at a higher risk of 
developing a serious physical health condition over their life course than 
other young women. 
Hypothesis: Among those born between 1926 and 1946, women who spent 
most of their early adulthood in a traditional career are more likely to have 
lower levels of psychological distress and better assessments of health in 
middle-age than their non-traditional peers, especially compared to those 
who were working in a job outside the home while rearing young children. 
After adjusting for chronic disease and other possible confounders. Table 
6.2.5 shows that women bom between 1926 and 1946 who followed a 
traditional career during most of their 20s tended to have the best mental 
health;i2 while those who were employed and married, or employed with 
children most of their 20s had the highest levels of psychological distress 
(also see Appendix 6.H). The results, therefore provide some support the 
hypothesis. The small amount of adjusted variance explained by social-role 
participation reflects its significant association with many of the control 
variables in the model. Again, caution is needed in drawing strong 
conclusions because of the reduced statistical power and the possibility of 
some unreliable estimates. 
12 There is a strong association between number of children and early-adulthood role 
involvement, with women who were mostly employed between the ages 20 and 29 years 
tending to have had fewer children. As a result, after controlling for number of children, the 
contribution of the social-career indicator to the model was reduced. In spite of women bom 
between 1926 and 1946 being at different stages of the life cycle, birth cohort (those bom 1926-
36 vs those bom 1936-46) did not significantly influence the effect of role careers on levels of 
psychological distress. Educational attainment also was considered in the model but did not 
significantly add to or change the model shown in Table 6.2.5. 
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Table 6.2.5 
Ordinary least squares regression coefficients showing the effect of 
early-adulthood social-role careers on psychological distress in 1990 for 
women bom 1926-46 (n=86)l 
Variable^ Coefficient 
(S.E.) 
Constant 0.99 (2.1) 
Controls 
Age in 1990 (years) 0.04 (0.04) 
Birthplace: 
UK/USA/NZ -0.49 (.70) 
Europe 1.30 (.62)* 
Occupational class: 
manual worker household 0.43 (.56) 
Health-related childbearing problems: 
yes 0.67 (.58) 
Number of children: 
three or more -0.08 (.49) 
Personality (introversion-extroversion) -0.17 (.12) 
Chronic disease status: 
has a chronic disease 0.78 (.49) 
Social-role participation between ages 20 and 29 years: 
mostly not employed, married with children -1.40 (.59)* 
mostly employed, single and childless -0.93 (.63) 
varied roles but mostly not employed -1.18 (.96) 
R2 0.25 
Adjusted R^ 0.15 
Adjusted R^ due to social-role participation 0.01^ 
Significance levels: * p < 0.05 
^In 1990 these respondents were aged between 43 and 63 years. Women who developed a 
chronic disease before age 30 years were excluded from the analyses. Similar results were 
found using the entire cohort. 
-The dummy variable comparison groups were Australian bom; non-manual worker 
household; no childbearing problems; less than three children; no chronic disease; and the 
balance of early-adulthood social-role careers not shown in table. 
^Adjusted R^ change is suppressed owing to coUinearit}- between number of children and the 
social-career indicator. 
Social-role participation at the time of the baseline sur\'ey, changes in roles 
betw^een the sur\'eys, household composition and employment participation 
betv\'een ages 30 and 39 years did not significantly contribute to mental 
health. In a more exploratory^ analysis, it was found that psychological 
distress had an extremely complex association with early-adulthood careers 
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that was related to detrimental circumstances that occur over the ensuing 
life course. A larger sample, therefore, may have produced significant 
results for recent life events. For example, women who were continually 
employed while rearing young children had the highest proportion 
separated, divorced or widowed betw^een the two surveys and a large 
percentage leaving employment after age 40 years. As a respondent said I 've 
worked all my life and I miss it'; while others mentioned how lonely they 
were and that they desired companionship. Consequently, the size of the 
present study's sample made it difficult to tease out the more proximate 
circumstances related to psychological distress. On the other hand, the 
relationship between early-adulthood social roles and the GHQ measure was 
still significant after including a broad range of social, economic and health 
status confounders, and therefore demonstrates the importance of 
early-adulthood social roles in a mental health model. It is expected that as 
the life course unfolds the factors contributing to mental health may become 
more complex, with circumstances in early adulthood careers continuing 
and causing additional stresses later in life. Such a hypothesis is similar to 
Pearlin's (1989) notion of 'primary' and 'secondary' stresses where one 
stressor leads to another, following a temporal order. 
In relation to self-rated health, after controlling for chronic disease and 
mental health, it was found that social-role careers and number of children 
were highly collinear in their association with lay assessments of health. A 
total of 45 per cent of women who had three or more children had spent 
most of their 20s not employed while married with children. Model 1 in 
Table 6.2.6 shows that women who had three or more children rated their 
health better in 1990 than those who had fewer children.^^ Similarly, there 
was a tendencv for women who followed a traditional career to have better 
assessments than those who spent most of their 20s either employed with 
children, or employed, married and childless (see also Appendix 6.H). 
Model 2 in Table 6.2.6 reveals that the relationship betw^een number of 
children and self-assessed health in 1990 remained significant after 
controlling for self evaluations of health in 1986-87. Consequently, the 
results provide some support for the hypothesis, although the confounders 
13 Educational attaimnent was considered in the model but did not significantly add to or 
change the models sho\NTi in Table 6.2.6. 
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substantially weakened the relationship between social-role careers and 
self-rated health. 
Table 6.2.6 
Ordered probit regression coefficients showing the effect of early-adulthood 
social-role careers on self-rated health in 1990 for women bom 1926-46 
(n=96) 
Model 2 Model 3 
Variable! Coefficient Coefficient 
(S.E.)2 (S.E.)3 
Constant -1 .95 (1.2) -1 .94 (1.6) 
Controls 
Age (years) 0 .05 ( .02)* 0 .04 (.03) 
Birthplace; 
UK/USA/NZ -0 .05 (.39) -0 .12 (.46) 
Europe 0.65 (.44) 0 .38 (.47) 
Occupational class: 
manual worker household 0.62 (.39) 0 .50 (.41) 
Health-related childbearing problems: 
yes -0 .37 (.35) -0 .50 (.49) 
Personality (introversion-extroversion) -0 .02 (.08) -0 .02 (.09) 
Mental health (GHQ) 0 .18 ( . 0 . 6 ) " 0 .17 ( .08)* 
Chronic disease status: 
has a chronic disease 1.19 ( .38)** 1 .06 ( .44)* 
Self-rated health (1986-87): 
good - 0.99 ( .37)* 
fair/poor - 2 .00 ( .56)*** 
Number of children: 
three or more -0 .71 ( .32)* -0 .93 ( .44)* 
M^i(l) 2 .35 ( .37)*** 2 .73 ( .47)*** 
Significance levels: * p < 0.05; ** p < 0.005; *** p < 0.0005 
1 In 1990 these women were aged between 43 and 63 years. Women who developed a chronic 
disease before age 30 years w e^re excluded from the analyses. Similar results were found using 
the entire cohort. The dummy variable comparison groups were Australian bom; not renting; 
no childbearing problems; no chronic disease; excellent self-rated health; less than three 
children; and women who spent most of their 20s either not employed, married with children 
or employed, single and childless or in varied roles but mostly employed. 
2 Number of children significantly improved the model (x^ = 7.1; d.f. = 1; p < 0.01) 
3 Number of children significantly improved the model (x^ = 9.2; d.f. = 1; p < 0.005) 
Goodness to fit 
Observed 
self-rated 
health 
Excellent 
good 
fair/poor 
total 
Modell 
Predicted 
Model 2 
Predicted 
excellent 
7 
5 
0 
12 
good 
14 
45 
14 
73 
fair/poor 
0 
4 
7 
11 
excellent 
14 
5 
0 
19 
good 
7 
45 
12 
64 
fair/poor 
0 
4 
9 
13 
toul 
21 
54 
21 
96 
Log likelihood = -67.69 
= 54.4, p<0.0001 
Log likelihood = -58.15 
X\\ = 73.5, p<0.0001 
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Model 1 in Appendix 6.B provides further support for the hypothesis, with 
Australian Family Project women who were mostly employed, married 
with children during most of their 20si4 reporting worse ratings of health 
than those mostly not employed, married with children. Despite only small 
differences between sitesp the limited set of controls in the Australian 
Family Project analysis, in particular the absence of chronic disease and 
mental health indicators, prevented a more comparable examination to the 
analysis showm in Table 6.2.5 of the relationship between social-role careers 
and the more subjective parts of self-rated health. 
Birth cohort (those bom 1926-36 vs those born 1936-46), social-role 
participation at the baseline survey, changes in roles between the surveys, 
household composition and employment involvement between the ages 30 
and 39 years did not significantly contribute to levels of self-rated health. 
According to the analysis in chapter five, the components of self-evaluated 
health being explained after adjusting for physical and mental health are 
relatively unknown and make up a small part of self-evaluated health for 
women bom between 1926 and 1946. This situation, however, does not 
make the result less important than others because the relatively unknown 
part of self-rated health may predict mortality for women (McCallum et al., 
1992). Thus, in addition to chronic disease and mental health, middle-aged 
women w^ ho have fewer than three children may have a greater risk than 
their peers with more children of premature mortality as they enter old age; 
while number of children is strongly associated with social-role participation 
betvN e^en the ages 20 and 29 years. 
Summary 
The findings presented in this section provide support for the notion that, 
over and above a broad range of possible confounders, women's social-role 
careers anchored in early adulthood influence their subsequent health 
status. This life-course approach was shown to be substantially better than 
more conventional methodologies that rely on relatively arbitrary measures 
of social-role careers, typically using a single point in time to represent role 
experiences. The particular early-adulthood careers that had the greatest risk 
14 Those who spent nine or 10 years employed, married with children tended to have rated 
their health better than most other women. 
15 Unlike the results for the younger cohort (bom 1946-56), there was little variation between 
cities in the relationship between early-adulthood social roles and self-rated health. 
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of chronic disease were among women who spent most of their 20s either 
employed with children; not employed, married with children (a traditional 
career); or employed, single and childless and then mostly not employed 
between the ages 30 and 39 years. Women who tended to have the lowest 
risk followed varied role combinations during their 20s, although women 
who started 'early' (before age 21 years) in a more uniform career of 
employment while rearing young children and maintained that career 
during their 20s also had a low risk. The small sample size may have 
contributed to some estimates being unreliable, and therefore the relative 
risks of chronic disease between social-role careers could not be explored in 
more detail. 
The investigation was unable to find within the selected social careers any 
dramatic cohort differences in the risk of chronic disease. A larger sample 
and possibly a longer period of observation for the younger cohort may be 
needed to detect the effects of social change within social-role careers on 
chronic disease. Regardless of role careers, however, there was a significant 
difference between birth cohorts in the onset of chronic disease: younger 
women were likely to have developed a chronic health condition earlier 
than their older peers. 
In relation to the other health indicators, despite significant cohort 
differences in the types of early-adulthood social-role careers associated with 
them, the cross-sectional nature of these health measures prevented an 
examination between cohorts when they were at similar ages. 
Consequently, an analysis stratified by cohort was carried out. The smaller 
sample size may have caused some of the estimates for the social-role 
groups to be unreliable, and therefore the findings were treated with 
caution. The results provided some support for the hypotheses, with 
younger w^omen who spent most of their 20s in a traditional career reporting 
a greater tendency than others to have felt psychologically distressed and in 
fair or poor health. In contrast, older women who followed a traditional 
career between the ages 20 and 29 years tended to have had better mental 
health and self assessments of health in 1990 than those who spent most of 
their 20s employed. The associations in the analyses were substantially 
reduced as a consequence of including a broad range of social, economic and 
health status controls: the fact that many of the associations remained 
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significant, however, demonstrates the importance of early-adulthood roles 
in these health models. 
6.3 Evidence of social selection over the life course 
The previous section investigated the contribution of the social-role careers 
to health outcomes. This section examines the influences of chronic disease 
on social-role participation over the life course. This contribution to the 
process is just as important as the path that leads to health outcomes since 
the social consequences of illness not only affect subsequent health 
outcomes, but also society's perception of the roles that ill people perform. 
The social indicators of interest are marital status, childbearing and 
employment status. 
Marital status and childbearing as outcomes 
Hypothesis: Chronic disease affects marital status and childbearing, with 
poor health contributing to women never marrying, to married women 
becoming separated or widowed, and to a smaller number of live births. 
The present study's small sample size prevented an analysis of the effect of 
chronic disease on the never married, and therefore little can be said about 
the relationship. On the other hand, there were sufficient numbers to test 
the effect of chronic disease developed before age 40 years on the marital 
histories of women in middle age. It was found that women born between 
1926 and 1946 who developed a chronic disease before age 40 years were 
significantly more likely to have been separated, divorced or widowed 
(unmarried) after age 40 years than their peers without a chronic disease 
developed early in life (x^ = 4.6; d.f. = 1; p < 0.05). Furthermore, a substantial 
proportion of women who were unmarried after age 40 years were 
chronically ill before their marriage ended (36%).^^ These results suggest 
that early-life circumstances rather than conditions after marital dissolution 
significantly contribute to the poor physical health of women who are 
unmarried in middle age. The event of a marriage ending, however, is 
likely to accentuate a pre-existing health condition or increase levels of 
psychological distress, making remarriage more difficult (Verbrugge, 1979; 
16 Other women whose marriage ended after age 40 years included 38 per cent who had no 
chronic health problems and 25 per cent who developed a health condition after their 
marital separation. 
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Hu and Goldman, 1990). The findings support Avis and colleagues' (1991) 
warning that there is a need to control for early-adulthood chronic illness 
when studying the effects of marital status on health. 
The stresses resulting from the management of a longstanding illness 
damage marital relations, and certain lifestyles and social conditions may 
affect the family's health, contributing to the early death of a husband. Such 
a notion supports Verbrugge's (1979: 281) hypotheses derived from her 
findings that the highest incidence and prevalence rates of limiting chronic 
conditions are among separated, divorced and widowed people. She 
hypothesized that factors which account for these high rates are: '(a) 
especially "risky" life styles, partly caused by stress and unhappiness of 
marital dissolution; and (b) the inclusion of people whose poor health 
caused marital problems and subsequent divorce or separation, and who 
have difficulty remarrying'. 
In relation to childbearing, a multinomial-logit model was used that 
normalized to zero women who had two or more live births (Nerlove and 
Press, 1 9 7 3 ) . A f t e r adjustment for birth cohort, birthplace, home 
ownership in 1986-87 (controlling for sampling biases), personality 
(introversion-extroversion), occupational class and year of first marriage, it 
was found that women bom between 1926 and 1946 (aged 40 to 59 years in 
1986-87) who developed a chronic disease early in life were significantly 
more likely either to have had no live births (odds ratio = 56.9; 95% c.i. = 2.0, 
1574), or to have given birth to only one child (odds ratio = 41.5; 95% 
c.i. = 2.7, 636) than those who developed a disease later in life or who did not 
have a health condition.^^ Also, younger cohorts who developed a disease 
before age 30 years tended to have had only one child (odds ratio = 5.8; 95% 
c.i. = 0.9, 38.5), although the relatively young ages of these women at the 
time of the surveys and the tendency to have children later than older 
cohorts contributed to a weaker relationship between disease and number of 
live births. The findings suggest that, in addition to the strong social forces 
associated with marriage and childbearing, social selection is an extremely 
17 A multinomial-logit model implies that / odds ratios can be computed, where Pj/Pk does 
not depend on the other choices (Greene, 1991). The estimated odds ratios shown here are the 
exponentiation of the regression coefficient in the form exp(B'j Xi) = (Pij/PiO); approximate 95 
per cent confidence interv^als are based on exp(B ± 1.96*S.E.). 
18 Chronic disease status significantly improved the model (x^ = 12.6; d.f. = 2; p < 0.005). 
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important determinant of fertility, with a chronic health condition deterring 
or preventing many women from having children. Again, this conclusion 
highlights the need to control for chronic disease during early adulthood 
when studying the effects of family size or parental status on subsequent 
health outcomes. 
Employment status as an outcome 
Multinomial-logit models were used to examine the effect of chronic disease 
on employment-status involvement within selected periods: the outcome 
categories included continually employed, continually not employed, left 
employment, started employment, multiple transitions but not employed at 
the end of the period, and multiple transitions but employed at the end of 
the period. An initial analysis of employment-status involvement between 
the ages 20 and 29 years revealed that there was a significant interaction 
between birth cohort and chronic disease (x^ = 26.46; d.f. = 6; p < 0.001). As a 
result, the subsequent analysis has been stratified by cohort. 
Table 6.3.1 shows the selected periods used in the analysis. Given that not 
every respondent had lived through the selected age groups, an analysis for 
the younger cohort (bom 1946-66) was carried out looking at changes 
betw^een surveys (women aged between 20 and 39 years at the baseline). A 
substantial number of older women within the cohort (bom 1945-56), 
however, had lived through their 20s so that an analysis of the effect of 
chronic disease on employment behaviour between ages 20 and 29 years also 
was carried out to support the investigation between surveys. The older 
cohort (bom 1926-46) was examined within two age groups and between 
surveys to show any shifts over the life course, and to have a comparable age 
group to the one used in the analysis of older women in younger cohort 
(between ages 20 and 29 years). These comparisons are the best possible 
given the constraints of a cohort approach, and should provide adequate 
findings to test the study's remaining hypotheses. 
The measure of chronic disease status consisted of three types of dummy 
variables: 
(1) women with no chronic disease at the time of the Follow-up survey; 
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(2) those who developed chronic disease before the selected period of 
employment-status involvement; and 
(3) those who developed chronic disease during or after the selected period 
of employment behaviour. 
Table 6.3.1 
A description of the selected periods used to examine employment-status 
behaviour within two birth cohorts 
Age 
period 
Samples stratified by cohort 
1946-66 1926-46 
Early 
adulthood 
• Prospective examination between 
surveys - aged 20-39 years at 
baseline. 
• Sub-sample of women bom 
1946-56, retrospective 
investigation between ages 20 
and 29 years.^ 
• Retrospective examination 
between ages 20 and 29 years. 
• Retrospective examination 
between ages 30 and 39 years. 
Middle 
age 
• Prospective examination between 
surveys - aged 40-59 years at 
baseline. 
1 A large majority of women bom between 1956-66 had not yet lived through an entire 10 year 
period since age 20 years, and therefore could not be examined retrospectively. 
In each analysis, the dummy variable of most interest is the one that 
contains women who developed chronic disease before the selected period 
of employment-status involvement. For example, prospective 
examinations focused on disease developed before the baseline survey; 
retrospective investigations between ages 20 and 29 years were concerned 
about disease developed between the ages 0 and 19 years; and examinations 
of employment behaviour between ages 30 and 39 years concentrated on 
chronic health conditions developed between the ages 0 and 29 years. To 
conserve degrees of freedom, the other women who developed chronic 
disease during or after the selected period of social-role involvement and 
those with no chronic disease were collapsed into a single group if the fit of 
the model was not significantly reduced. 
Hypothesis: Younger cohorts are experiencing a 'healthy worker' effect at 
earlier ages than older cohorts. 
Table 6.3.2 shows that, after controlling for marital status and number of 
children, women bom between 1946 and 1966 (aged 20 to 39 years in 1986-87) 
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who developed a chronic disease before the first survey were significantly 
more likely to have been continually not employed or experiencing 
multiple employment-status transitions. Similar results were found for 
employment-status involvement between ages 20 and 29 years among 
women bom between 1946 and 1956 = 5.47; d.f.= 1; p < 0.05). 
Table 6.3.2 
Adjusted odds ratios showing the effect of chronic disease on shifts in 
employment status between surveys for women bom between 1946 and 1966 
(n=184)i 
Employment status between surveys 
Variable^ Continually not Multiple employment 
employed status transitions 
(n=28) (n=36) 
Chronic disease status: 
chronic disease before first sur\'ey (n=37) 4.03 (1.20, 13.6)* 5.58 (1.98, 15.7)** 
chronic disease after first survey (n=ll) 0.06 (0.03, 10.79) 3.40 (0.68, 16.9) 
Marital Status in 1986-87: 
never married (n=41) 1.96 (0.17, ?? 9) 0.76 (0.15, 3.81) 
separated, divorced or widowed (n=7) 0.88 (0.04, 21.0) 1.53 (0.15, 15.2) 
Nimiber of children 9.36 (2.45, 35.8)" 2.13 (0.95, 4.76) 
Significance levels: *p<0.05; **p<0.001 
Log-Likelihood = -126.7; x^ = 62.8; d.f. = 30; p < 0.0005 
Chronic disease status significantly improved the model (x^ = 14.0; d.f. = 4; p<0.005) 
^Multinomial logit vv^ ith continually employed and single change in employment status 
normalized to zero. Employment included educational study. Odds ratios (exponentiated 
regression coefficient) after adjusting for the variables shown in the model and the following 
variables: cohort, birthplace, home ownership in 1986-87, personality, occupational class, 
husband's employment status and membership of an organization. Approximate 95 per cent 
confidence intervals in brackets. 
^The dummy variable comparison groups were Australian bom; not renting; non-manual 
worker household; married; husband employed; does not participate in organized activities; 
and no chronic disease. 
The findings suggest that young women were experiencing a 'healthy 
worker' effect. For example, women who developed a chronic disease before 
the first survey mentioned retrenchment (14%), family pressures (27%) and 
sickness or disability (32%) as the main reasons for leaving work at a young 
age. Recent changes in Australia towards increasing female labour-force 
participation and a higher unemployment rate since about 1975 (see 
Appendices 2.A and 2.B), coupled with paid employment being a valued 
social role for many women (Worsley and Worsley, 1990), probably have 
made it difficult for those with a disadvantage, such as poor health, to 
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compete or remain in a job. Furthermore, these results meet the criteria 
described by Bartley (1991) for high social selection within employment: 'In 
those occupations most affected by recession, where unemployment is 
highest, recruitment and retention of workers becomes increasingly 
selective' (p.353). 
In relation to the oldest cohort, a more complex picture emerges at young 
ages. Model 1 in Table 6.3.3 shows that women bom between 1926 and 1946 
(aged 40 to 59 years in 1986-87) who developed a serious chronic disease 
before age 20 years were substantially more likely to have worked 
throughout their 20s than those without a chronic disease developed before 
age 20 years. Model 2 in the table demonstrates that, after controlling for 
number of children, the effect of chronic disease on those continually 
employed is r e d u c e d . i ^ This result indicates that a process may have existed 
where chronic disease developed in childhood affected the number of live 
births in adulthood, and then women who had fewer children were 
significantly more likely to have been continuously employed during their 
20s, with the number of children being more strongly related to 
employment-status involvement than chronic disease. In addition, it was 
found that 45 per cent of women who had an on-going childhood illness 
spent at least five years in their 20s employed, married and childless 
compared to only three per cent of respondents who were 'healthy' at young 
ages. Thus, these findings suggest that many 'unhealthy' young women 
born between 1926 and 1946 may have been not selected out of the work 
force to start a family, while 'healthy' yoimg women were under strong 
normative pressures to stop work and have children. 
In late early-adulthood (ages 30-39 years), model 1 in Table 6.3.4 shows that 
women bom between 1926 and 1946 who developed a serious chronic 
disease before age 29 years were substantially more likely to have worked 
throughout their 30s or left employment than those who were continually 
not employed, those who started employment or those who experienced 
multiple transitions.20 Model 2 reveals that, after adjusting for marital 
19 Marital status did not affect the significance of chronic disease in the model. A larger 
sample may have shown a stronger relationship between marital status and chroruc disease, 
especially for the never-married. 
20 Women who developed a chronic condition before age 40 years experienced fewer 
employment status transitions from ages 20 to 39 years than those without chronic disease at 
an early age. The average number of employment status transitions for women with no disease 
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status and number of children, the effect of chronic disease on continuous 
employment was substantially reduced. Again, this finding supports the 
possibility that among women in the older cohort there is a causal pathway 
that starts with chronic disease and leads to no children or a small family 
size and continual employment. 
Table 6.3.3 
Adjusted odds ratios showing the effect of chronic disease on shifts in 
employment status between ages 20 and 29 years for women bom between 
1926 and 1946 (n=107)i 
Employment status between ages 20 and 29 years 
Variable Continually employed Left employment 
(n=16) (n=39) 
Model 
Qironic disease status between the ages 
0 and 19 years: 
has chronic disease (n=8) 6.51 (1.24, 34.1)* 0.17 (0.01,2.30) 
Model 23 
Chronic disease status between the ages 
0 and 19 years: 
has chronic disease (n=8) 5.86 (0.92,37.2) 0.36 (0.03,5.22) 
Marital Status: mostly unmarried in 20s (n=18) 0.85 (0.16, 4.39) ++ 
Number of children 0.47 (0.25, 0.87)* 1.18 (0.81, 1.72) 
Significance level: *p<0.05 
1 Multinomial logit with continually not employed, joined employment and multiple 
transitions normalized to zero. Employment included educational study. Odds ratios 
(exponentiated regression coefficient) after adjusting for the variables shown in the each 
model and the following variables: cohort, birthplace, home ownership in 1986-87, 
personality and occupational class. Approximate 95 per cent confidence intervals in brackets. 
2 The dummy variable comparison groups were Australian bom; not renting; non-manual 
worker household; and no chronic disease at a young age. The Log-LikeUhood = -86.2; 
X^ = 43.3; d.f. = 12; p < 0.0001. Chronic disease status significantly improved the model 
(x2 = 12.2; d.f. = 2; p < 0.005). 
3 The dummy variable comparison groups were Australian bom; not renting; non-manual 
worker household; mostly married (including de facto) during 20s; and no chronic disease at a 
yoimg age. The Log-Likelihood = -75.2 x^ = 65.2; d.f. = 16; p < 0.0001. Chronic disease status 
significantly improved the model (x^ = 6.0; d.f. = 2; p < 0.05). 
+-I- Estimate was unreliable. 
was 2.7 (s.d. = 1.8), while those with a condition had a mean of 1.3 transitions with a 
standard deviation of 1.4 (x^ = 6.6; p < 0.02). Furthermore, there were no significant 
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Table 6.3.4 
Adjusted odds ratios showing the effect of chronic disease on shifts in 
employment status between ages 30 and 39 years for women bom between 
1926 and 1946 (n=107)i 
Variable 
Employment status between ages 30 and 39 years 
Continually employed 
(n=16) 
Left employment 
(n=39) 
Model 
Chronic disease status between ages 
0 and 29 years: 
has chroruc disease (n=10) 8.96 (1.92, 41.8)'' 33.28 (1.70, 650)" 
Model 23 
Chronic disease status between ages 
0 and 29 years: 
has chronic disease (n=10) 
Marital Status: 
unmarried at age 30 years (n=18) 
Number of children 
5.62 (0.72, 43.9) 
2.35 (0.48, 11.4) 
0.32 (0.17, 0.61)" 
28.2 (1.46, 544)* 
2.61 (0.41, 16.5) 
1.18 (0.81, 1.72) 
Significance levels: *p<0.05; **p<0.001 
^Multinomial logit with continually not employed, joined employment and multiple 
transitions normalized to zero. Employment included educational study. Odds ratios 
(exponentiated regression coefficient) after adjusting for the variables shown in each model 
and the following variables: cohort, birthplace, home ownership n 1986-87, personality and 
occupational class. Approximate 95 per cent confidence intervals in brackets. 
2The dummy variable comparison groups were Australian bom; not renting; non-manual 
worker household; and no chronic disease at a young age. The Log-Likelihood = - 66.5; y^ = 
37.7; d.f. = 12; p < 0.0002. Chronic disease status significantly improved the model (^2= 12.3; 
d.f. = 2; p < 0.005). 
^The dummy variable comparison groups were Australian bom; not renting; non-manual 
worker household; mostly married (including de facto) during 20s; and no chronic disease at a 
young age. The Log-Likelihood = -55.1; 60.4; d.f. = 16; p < 0.0001. Chronic disease status 
significantly improved the model (x^ = 7.2; d.f. = 2; p < 0.05). 
Regardless of marital status and number of children, model 2 in Table 6.3.4 
also shows that women who had a chronic health condition before age 29 
years were more likely to have left employment during their 30s. This 
result indicates that during late early-adulthood a 'healthy worker' effect was 
starting to emerge. This conclusion was supported by a large proportion of 
differences between women with and without a childhood chronic disease in their 
occupational class and birthplace. 
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those who were chronically ill since childhood mentioning sickness or 
disability as their reason for leaving work (41%) in their 30s. In addition, 
younger women in the cohort were aged in their 30s during the late 1970s 
and early 1980s when unemployment rates were rising. In sum, the results 
support the hypothesis that Australian women born between 1946 and 1966 
experienced an earlier 'healthy worker' effect than older women (born 
1926-46) had when they were at similar ages, with recent socio-economic 
change probably being a major influence. 
The representativeness of the findings may be limited to particular 
Australian cities, especially Sydney where the labour market is more 
sensitive to social and economic changes. Furthermore, a number of the 
derived odds ratios had rather large confidence intervals, suggesting that the 
estimates were somewhat inaccurate. This finding is probably a consequence 
of the small sample. 
Hypothesis: Middle-aged women demonstrate a strong 'healthy worker' 
effect. 
Table 6.3.5 shows that middle-aged women (aged 40-59 years in 1986-87) who 
developed a chronic disease were more likely to have left employment 
between the two surveys than 'healthy' women; and that those with a 
condition that manifested itself before the first survey were more likely to 
have been continually not working.^i Furthermore, the majority of women 
with a chronic condition said that they had left the labour force because they 
were sick or disabled. The results demonstrate a strong 'healthy worker' 
effect among middle-aged women, supporting the present study's 
hypothesis and work by Waldron and colleagues (1982). 
Processes may be operating that are similar to the ones described by Hartley 
(1991) where 'only the fittest workers in the prime age groups [are] retained 
[in employment]' (p.353). For instance, chronic disease is likely to become 
more severe during middle age and limit physical functioning, while many 
'healthy' middle-aged women are at a stage where family roles have been 
reduced, making paid employment attractive. Consequently, the recent 
downturn in the economy, coupled with higher female participation rates, 
21 The number of co-morbidities and finer gradings of the duration since diagnosis were not 
significant in the model. 
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has created a competitive labour market, forcing many chronically ill 
women out of employment. Furthermore, such conditions may accentuate 
levels of disability, especially among those not employed (Yelin et a l , 1980), 
and change people's attitudes to their abilities. 
Table 6.3.5 
Adjusted odds ratios showing the effect of chronic disease on shifts in 
employment status between surveys for women bom between 1926 and 1946 
(n=107)i 
Employment status between surveys^ 
Variable^ Continually not Left employment 
employed 
(n=31) (n=ll) 
Chronic disease status: 
chronic disease before first survey (n=41) 7.24 (1.86, 28.12)** 19.97 (1.82, 2.19)* 
chronic disease after first survey (n=9) 1.41 (0.08, 25.92) 40.70 (2.06, 8.03)* 
Marital status in 1986-87: 
never married (n=2) ++ ++ 
separated, divorced or widowed (n=16) 0.50 (0.08, 3.01) 0.30 (0.01,7.45) 
Number of children at home 0.95 (0.53, 1.69) 0.59 (0.22, 1.54) 
Significance levels: p>0.05; *p<0.01; **p<0.005 
Log-Likelihood = -63.2 ; x^ = 70.2; d.f. = 30; p < 0.0001 
Chronic disease status significantly improved the model (x^ = 18.6; d.f. = 4; p<0.001) 
iMultinomial logit with continually employed, joined the labour force and multiple 
transitions normalized to zero. Employment included educational study. Odds ratios 
(exponentiated regression coefficient) after adjusting for variables shown in the model and 
the following variables: cohort, birthplace, home ownership in 1986-87, personality, 
occupational class, husband's employment status and membership of an organization. 
Approximate 95 per cent confidence intervals in brackets. 
^The dummy variable comparison groups were Australian bom; not renting; non-manual 
worker household; married; husband employed; does not participate in organized activities; 
and no chronic disease. 
++ Estimate was unreliable. 
6.4 Conclusion 
The results provide support for the study's hypothesized social process 
leading to health outcomes, with both social causation and social selection 
influencing the model. It appears that early-adulthood role involvement 
between the ages 20 and 29 years is fundamental to the process. For instance, 
health status was not simply dependent on whether women were employed 
or not employed, married or unmarried, a parent or childless, but rather 
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how they combined these roles during early adulthood, with the structure 
probably depicting a complex picture of circumstances, behaviours, and 
values that govern the way women age. The importance of this anchoring 
period remained significant after adjusting for a broad range of possible 
confounders. There were, however, a few exceptions where particular 
indicators were able to substantially reduce the effect of early-adulthood 
social-role careers on mental health and self-rated health. Such findings 
provide insights into the mechanisms that relate early-adulthood roles to 
subsequent health status. For example, there is some support from the 
results for the notion that a traditional-role career in early adulthood was 
associated with marital problems later in life for women bom between 1946 
and 1956, and that the marital relationship was a significant source of 
psychological distress. There may be other measures not included in the 
study that will provide further information about why early-adulthood 
social roles are associated with various health status measures. 
The study also found that social-role participation was affected by chronic 
disease status, with the relationship between long-standing illness and social 
roles varying over the life course and between cohorts, especially with 
regard to employment. These results highlight the importance of social 
selection: a causal pathway less talked about in the literature. In addition, 
the findings suggest that social and economic changes may dramatically 
effect the lives of the chronically ill. For instance, women in the older 
cohort who developed chronic disease at a young age were less likely to 
leave employment and start a family than their 'healthy' peers; as the 
cohort got older, 'healthy' women's family roles were reducing allowing 
more of them to enter the labour force, while chronically ill women were 
exposed to deteriorating health and a worsening economic climate making it 
difficult for them to compete or remain in a job. On the other hand, women 
in the younger cohort were growing up in a society that placed greater value 
on female labour force participation, as well as coping with relatively poor 
economic conditions. Consequently, young women who were chronically 
ill found it difficult to compete in the labour market from an early age. 
The analysis did not show, however, that younger and older cohorts had 
significantly different types of social-role careers that lead to the onset of 
chronic disease. One possible explanation is that tasks within roles have 
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remained relatively similar during recent social changes (Davidson and 
Cooper, 1984; Bittman, 1991). On the other hand, the influence of birth 
cohort on the process may have a greater effect on other health outcomes, 
with both current status indicators of psychological distress and self-rated 
health having significant differences in the social-role careers associated 
with these health measures between birth cohorts. Consequently, the 
younger cohort may not have lived long enough yet to observe dramatic 
differences between cohorts in the relationship between early-adulthood 
roles and the risk of chronic disease. Furthermore, strong conclusions can 
not be drawn from the analysis because of the reduced power of the 
statistical tests to reject the null hypothesis. 
Women who followed more uniform careers at young ages tended to have 
had a greater risk of chronic disease than those who experienced more 
diverse role combinations. In addition, among certain social-role careers the 
timing of careers coupled with duration influenced the chronic disease risk. 
It is hypothesized that each early-adulthood group is accompanied by a 
unique mixture of stresses over the life course, many of which are 
detrimental to health. For example, women who spent most of their 20s 
employed while rearing children had a large proportion with back or spinal 
disorders, suggesting that many of these women may have abused their 
bodies through overwork. Furthermore, a number of them reported feeling 
guilty about not being at home when they perceived their children needed 
them. Such a notion is similar to Waldron's and Jacobs (1988) hypothesis 
that women are affected by a range of stresses that include role overload and 
role conflict, with the association between social roles and health status 
depending on the balance between detrimental and beneficial social 
conditions. 
The present study also suggests that stresses are interrelated over the life 
course: it is hypothesized that younger women who followed a traditional 
career during early adulthood feel stress from conflict with their husbands 
about joining the labour force. Many of these conflicts are likely to have 
ended in divorce, creating financial and interpersonal stresses as these 
women faced rearing young children alone. Such a hypothesis is similar to 
Pearlin's (1989) notion of 'primary' and 'secondary' stresses where one 
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stressor leads to another, following a temporal order that originates within 
social institutions. 
The lower incidence of chronic disease among women who experienced 
varied role combinations during early adulthood may indicate that their 
diverse experiences provide them with the necessary [personal] resources 
and skills to 'successfully' meet the stresses of life, as well as to avoid 
circumstances that induce high levels of stress. This notion of accumulated 
experiences is similar in some ways to the 'accumulated identities' discussed 
by Thoits (1983), although the present study suggests that variety rather than 
number of 'identities' during early adulthood influences women's 
perceptions, attitudes and social conditions. Also, the present study 
emphasizes the significance of how women's experiences are structured 
rather than simply counting transitions or roles. 
In spite of the social process being perceived as cumulative, social 
heterogeneity over the 'ensuing' life course appeared to have little effect on 
health, being subsumed by early-adulthood roles. This conclusion implies 
that there is an emphasis on widespread patterns of maintenance and 
equilibrium that continuously convert circumstances from early to later 
life-course phases. This finding has many similarities to the results found 
in the literature examining the social consequences of early-life 
circumstances (Hagestad, 1990; Hogan and Astone, 1986). The present study, 
therefore provides support for the inclusion of health status within the 
realm of life-course theory, and a social process that leads to health 
outcomes. 
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In Australia, research and government policies on women and health in a 
socio-epidemiological framework have tended to concentrate on 
economically disadvantaged women (Commonwealth Department of 
Community Services and Health, 1988). Generally, studies that have 
examined the association between social disadvantage and health status 
have been unable to identify the contributions of cause and effect within the 
relationships found (National Health Strategy, 1992). Given the nature of 
their work and family patterns, the 'traditional' measurement of women's 
socio-economic disadvantage has been difficult to construct and possibly 
inappropriate, and therefore conclusions are further limited. Finally, 
women classed as socio-economically disadvantaged are only a relatively 
small proportion of all women, and consequently the findings tell us little 
about the health risks associated with social structures for most women. 
In light of the above deficiencies, the present study has provided some 
insights into the relationships between social and health careers for women. 
A model was developed that spans over the life course bringing together 
social-role structures, life events, health status, social selection, and the 
influence of social and economic changes. Findings from such a model are 
important not only to future socio-epidemiological research projects, but 
also to a government that wants to take into account the social organization 
of women's lives when developing health policies. The study's results 
suggest that the health of Australian women significantly depends on the 
circumstances that surround their early-adulthood social-role structure; 
while rising levels of diagnosed chronic disease at younger ages indicate that 
many women who have to leave employment will find that their quality of 
life is much diminished. These conclusions suggest that governments 
should adopt policies that cope with the diversity of women's experiences 
both between and within cohorts during this time of rapid change by 
catering for those who work, removing the stigma from those not in the 
labour force, and preparing those who leave employment for their role loss. 
Early adulthood was found to be critical to women's social and health 
careers because it is the time when the majority of them are establishing the 
direction of their lives. As a result, social-role careers during early 
adulthood are a better predictor of subsequent social and health status than 
more cross-sectional measures of role participation, as well as conventional 
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socio-economic indicators. In North America, there has been a tendency to 
conceptualize the relationship between social roles and health status as 
proximate and static. For example, the notion of role overload has been 
viewed as a process that involves deleterious levels of stress from occupying 
'multiple roles' at any point over the life course (Gove and Geerken, 1977; 
Verbrugge, 1983), although there has been a tendency to examine middle-
aged women. 
A few studies have considered a life-course approach to investigate a 
limited set of health outcomes (Haynes and Feinleib, 1980; Elder and Liker, 
1982; Moen et al., 1992). The methodologies used to establish social 
conditions over the life course, however, have mostly ignored age periods 
and the structure of social-role combinations over time. They have 
restricted the construction of their measures to the amount of time spent 
within a single social role, or the counting of transitions (Haynes and 
Feinleib, 1980; Voydanoff, 1987; Moen et al., 1992). On the other hand, the 
present study's classification system better satisfies the underlying 
life-course theory. Based on time spent within a four-dimensional role 
structure within selected age periods, the method employed has provided a 
parsimonious way to group individuals using periods of their lives when 
most major career changes occur. For example, women who were 
employed, single and childless for five years or more between the ages of 20 
and 29 years, and then shifted to a traditional career for five years or more 
between the ages 30 and 39 years, represent a social-role career. This method 
brings together more individuals with similar life experiences than a 
life-cycle approach; and the construction of the categories is flexible so that 
different durations, combinations or periods of participation can be 
examined. Furthermore, the reliance on age-defined periods enables an 
easy comparison of social-role involvement between birth cohorts when 
they were at similar ages. This comparison is important because recent 
social and economic changes in Australia are likely to dramatically 
influence the social process leading to health outcomes. 
The present study hypothesizes that a lifelong process leads to health 
outcomes where stress reactions are associated with a range of proximate 
and more distant social-role structures. The results suggest that the timing 
of social-role careers coupled with duration influences the risk of chronic 
Conclusions and Implications 129 
disease, and levels of psychological distress and self-rated health; although 
the effect of more proximate role participation was mostly subsumed by 
early-adulthood careers. It is also hypothesized that women experience a 
mixture of stresses, with the mix depending on the social-role career they 
follow. For example, it was previously mentioned that of women who 
spent most of their 20s employed while rearing children a large proportion 
had back or spinal disorders, suggesting that many of these women may 
have suffered from overwork. A number of them, however, also reported 
feeling guilty about not being at home when they perceived their children 
needed them. 
The following case-history examples reinforce the importance of 
early-adulthood experiences and demonstrate that social and health careers 
are complex and interrelated over the life course. 
Respondent A (aged 33 years at baseline survey) 
She completed intermediate level at school and went on to finish a 
secretarial course. In 1970 she left her parental home and started to work in 
a paid job. At age 18 years she entered into a relationship and stopped work 
to have her first child. In 1972 she started and stopped work, and was 
married. Two years later she had a second child, and another at age 23 years. 
A few years on, at age 27 years, she started working again, but her marital 
relationship ended, and the following year she left employment, and was 
divorced. During her early adulthood she spent most of her time not 
employed while married with children. In 1990, she felt that raising her 
children was not very satisfying because 'the boys have found it difficult to 
adjust to their father leaving and she has had to do it the hard way'. In the 
same year that her husband left, she was diagnosed as a manic depressive, 
and in 1988 developed an arthritic condition. At the time of the Follow-up 
survey she was very distressed, scoring high on the GHQ. Overall, she is 
not happy with her work career or personal life, although she is feeling 
better about her children because they are starting to accept their 
circumstances. In the future she desires to work because she wants a career 
and security, although currently she is receiving sodal welfare benefits 
because of the children. 
Respondent B (aged 44 years at baseline survey) 
She obtained some secondary education, leaving school in 1955 to start 
work. At age 18 years she left her parental home, resigned from the labour 
force and married; her first child was bom the following year. During the 
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next ten years she gave birth to another seven children. Five years after the 
last birth she re-entered the work force but left 16 months later as a result of 
marital problems with her husband. In 1985 she started working again and 
resolved most of the differences with her husband. The prolonged strain, 
how^ever, did have an effect on her health: in 1988 she was diagnosed with 
a stomach ulcer and arthritis. At the time of the Follow-up survey she was 
working full-time as a hospital assistant in the catering section, and found 
the work fairly satisfying. She said that her husband (a railway shunter) 
understands her feelings and needs fairly well, suggesting that their 
marriage is a reasonably happy one. According to her GHQ score, she is 
enjoying good mental health; and feels financially secure. 
Respondent C (aged 40 years at baseline survey) 
She obtained intermediate levels at school and went on to work as an 
enrolled nurse, receiving her qualifications at age 17 years. In 1967, at the 
age of 21 years, she left her parental home, got married and continued to 
work in a paid job. At the age of 25 years she gave birth to her first baby, and 
three years later had her second child. During this time she was continually 
employed. In 1981 her marriage ended in divorce, and she had a kidney 
transplant. Her kidney failure she believes was caused by stress caused from 
working while caring for her young children, which in turn placed strain 
on her marital relationship. In 1983 she stopped working because of 
deteriorating health. In her last job she was employed part-time as a shop 
assistant in a fashion boutique. She would like to work again, preferably as 
a receptionist, because she misses mixing with people. Since 1981 she has 
been on a supporting parent's pension. Her prospects of employment are 
not good given her health condition. At the time of the Follow-up Survey, 
she was feeling under constant strain, losing a lot of sleep over worry, and 
felt depressed. 
Equally important to both theory and policy are the processes that lead to 
being healthy over the life course. In light of the hypothesis that women 
who perform many social roles have better health status than those with 
fewer roles (Thoits, 1983; Waldron and Jacobs, 1989), results in the present 
study indicate that women who experience varied role combinations during 
young ages have the lowest risk of chronic disease, while multiple roles at a 
cross-section in time have little association with the health status of 
women. The findings warrant further investigation, although they suggest 
that 'successful' ageing depends on the structure of social-role involvement 
over the life course, especially during early adulthood, and not the number 
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of roles women held in an arbitrary window of their life. It is expected that 
varied role combinations during early adulthood equip women with the 
necessary mental and social resources to meet or escape stresses as they arise 
over the life course. For example, these women may be better able to 
integrate family and work roles than those who follow more uniform 
careers by changing their circumstances depending on their needs and their 
family's needs. Given that socio-economic status is controlled for, this 
ability to shift roles may reflect a particular attitude about work and family 
life, or planning within the family. Pearlin (1989: 254) says: 
When studies start with questions about the parts played across the stress 
process by the social and economic arrangements in which people's lives 
are embedded, they produce knowledge that has a distinctive emphasis. 
Although studies of this type share with other approaches an interest in 
individuals' well-being, they also help to illuminate those aspects of social 
organization which pertain particularly to the differential exposure to and 
meaning of stressors, to differences in the various kinds of resources that 
people can mobilize in responding to stressful circumstances, and, finally, to 
differences in the manifestation of stress. 
The relationships found between social-role careers and health status are 
probably not only explained by stress theory. Other causes may explain or 
contribute to the associations. Despite the present study including a broad 
range of social, economic and health status controls to adjust for possible 
confounders, the majority of the relationships found between 
early-adulthood social-roles and subsequent health status remained 
significant. Consequently, the present study can only hypothesize why 
early-adulthood roles influence health outcomes. Other studies are needed 
that corroborate the findings; examine what factors influence role 
behaviour during early adulthood; and include other possible confoimders 
that may point to the underlying causes. For example, lifestyle measures, 
and indicators of different types of stress, including marital conflict, role 
overload and role conflict need to be considered. The problems for such 
studies will be the development of measures that adequately reflect 
circumstances and feelings over the life course. In many instances, 
prospective studies carried out over a number of decades will be required. 
In relation to health status, arthritis, back or spinal disorders and neoplasms 
represent the main types of chronic physical conditions that Australian 
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women first develop. Other chronic illnesses, such as stomach or duodenal 
ulcers, chronic bronchitis or emphysema and kidney disease tend to be 
related to particular types of early-adulthood social careers. The diversity of 
diseases reported in the study highlights the need to cover a wide range of 
conditions to avoid masking significant consequences of the hypothesized 
social process. 
The collection of retrospective specific disease histories seems to be an 
adequate representation of serious chronic physical disease, although more 
validity studies are needed. The benefits of historical data are enormous, 
not only in terms of examining risks, but also to investigate social selection. 
The collection of retrospective self-reported disease histories, however, 
requires that respondents are interviewed by a trained interviewer; 
respondents have some practice beforehand in remembering other key 
events within their lives; the questions about diseases do not require 
precise description of the condition; and there are adequate support 
questions that allow the identification of missed conditions and 
misclassified diseases. For example, questions about general health, 
medication use, time of diagnosis, levels of pain and functional limitations 
supply additional information that enables the interviewer and researcher 
to validate the presence of many chronic conditions. 
Diagnoses of mental disorders poorly represent the extent of psychological 
distress within the community. This finding supports the conclusion 
drawn by Goldberg and Williams (1988), who suggest that a significantly 
more complex process is associated with a diagnosis of a mental disorder 
than with the diagnosis of physical disease. For example, there is a tendency 
for the patient and family to avoid formal consultation as long as possible; 
once medical advice is sought, there are stringent guidelines that must be 
met before a formal diagnosis can be given. In the present study, it was felt 
that many women who were psychologically distressed did not seek medical 
advice until circumstances in their lives were perceived as unbearable, such 
as after a divorce. This pattern has far-reaching implications for life-events 
research. For instance, it suggests that many life events may simply 
accentuate pre-existing high levels of distress among women who follow 
certain social careers. Consequently, methodologies which focus only on 
life events may be ignoring important associations that exist with more 
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chronic stressors. The causes of psychological distress are probably 
multidimensional and, over the life course, past experiences and current 
circumstances combine to affect levels of distress. Such a hypothesis 
highlights the importance of the present study's life-course approach to 
examining mental health. 
A number of researchers believe that a lay assessment of health is an 
economical measure of health status because it has a strong relationship 
with physical health indicators (Liang and Whitelaw, 1987). Results from 
the present study, however, suggest that using self-assessed health as the 
only measured outcome can have misleading results since it relies on a 
variety of dimensions that are not necessarily the same for each woman. 
For example, not all women who have serious chronic disease will rate 
their health as poor, some may assess their health as excellent or good 
because they have improved their lifestyle, while others may gauge their 
health favourably because they have a positive mental attitude. The 
findings also suggest that different cohorts of women dramatically vary in 
the concepts they use to rate their health. 
On the other hand, self-assessed health is a strong predictor of chronic 
disease and mortality. It seems that the more subjective components 
provide an accurate assessment of survival. A lay evaluation, therefore, can 
provide additional information about the social causes of health that more 
objective measures of health do not capture. For instance it was shown in 
the present study that, after controlling for physical and mental health, 
women bom between 1946 and 1956 who followed a traditional career 
during early adulthood rated their health as worse than their non-
traditional peers. Feelings of fatigue and open-ended responses that 
described a poor lifestyle contributed to these lower ratings. In sum, self-
rated health has merit in research, but as an additional measure of health 
rather than the only measure of health. 
Given the success of self-rated health in predicting chronic disease and 
mortality, there is value in more research that examines its subjective 
components. For example, in conjunction with more objective health 
indicators, self-evaluated health and open-ended responses could be 
prospectively investigated over the life course for cohorts of women to 
determine how conceptualizations of health shift in focus as women age. 
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The information gained from such investigations would provide a better 
understanding of health over the life course and people's abilities to foresee 
the onset of disease and death. 
An area of research that is starting to receive more attention in the 
literature is the effect of health status on the social-role participation. A 
number of researchers have concluded that there is a significant social 
selection of middle-aged women into employment (Waldron et al., 1982; 
McKinlay et al., 1990). There is a dearth of research, however, examining 
the effect at younger ages and on younger cohorts. The present study 
suggests that social selection for women depends greatly on age, and social 
and economic changes. It seems that chronically ill women are less likely 
than other women to follow mainstream social careers. For instance, 
women bom between 1926 and 1946 with a childhood chronic disease were 
more likely to be employed and childless during early adulthood than their 
'healthy' peers who mostly left the labour force to follow a traditional 
career. During middle age, however, chronically ill women are more likely 
to be outside the labour force because of a competitive labour market. There 
is some evidence from the analysis using psychological distress and 
self-rated health as outcomes to suggest that middle-aged women who have 
worked in a paid job for the greater part of their lives are most affected by 
the loss of employment; not only are they likely to feel financial strain, and 
stress from relying on their family, but they are also likely to feel lonely 
because a major source of long-term social contact has been substantially 
reduced. Further support for this conclusion comes from the work of 
Thoits (1983). She found that people with 'multiple identities' suffer more 
psychological distress from an 'identity' loss than those with fewer 
identities. 
Possibly as a result of social and economic changes, women bom between 
1946 and 1966 experienced a 'healthy worker' effect earlier in life than older 
cohorts, with those chronically ill since childhood being significantly less 
likely to have worked in a job. Such conclusions have far-reaching 
implications. In particular, the loss of a major role for women with a 
chronic disease probably creates harmful levels of stress that accentuate their 
poor health and levels of disability. Also, the results demonstrate that social 
selection is closely tied to the life course, and therefore not easily 
Conclusions and Implications 135 
distinguished from social causes, highlighting the importance of the link 
between health status and the social process shown in the hypothesized 
model, and the request by Hartley (1991) to conceptualize stress and selection 
within a single process. Finally, these findings suggest that society 
perceives and treats chronically ill women as socially disadvantaged. 
Consequently, people perceive that lower social status signifies illness. Such 
a stigma makes it difficult for chronically ill and other disadvantaged 
women to compete in mainstream society. 
In closing, the present study has offered an innovative approach to 
examining the relationships between social-role and health careers. The 
findings have provided support for the notion that early-adulthood 
social-role careers for women are important determinants of their 
subsequent health status; and that social selection occurs at most stages of 
the life course and is probably influenced by social and economic changes. 
Such findings have far-reaching implications in terms of government 
policies, suggesting that governments look beyond the socio-economically 
disadvantaged to broader indicators of women's social careers. In relation to 
research, advancing technology, and larger and more comprehensive 
longitudinal data sets will enable other life-course studies to bring us closer 
to understanding why and how social forces are associated with the health 
status of people. 
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Appendices to Chapter Two 
2.A Female labour force participation rates between 1966 and 1989, Australia 
66 67 68 69 70 71 72 73 74 75 76 77 78 79 80 81 82 83 84 85 86 87 88 89 
Year 
Source: Australian Bureau of Statistics, Labour Force, Australia, Catelogue No. 6203.0 
Each year is taken as the rate for August 
Labour force participation rate is defined as the labour force (women aged 15 years and over who 
were employed or unemployed) expressed as a percentage of the corresponding civilan 
population. 
I Represents a break in the series 
2.B Female unemployment rates between 1966 and 1989, Australia 
66 67 68 69 70 71 72 73 74 75 76 77 78 79 80 81 82 83 84 85 86 87 88 89 
Year 
Source: Australian Bureau of Statistics, Labour Force, Australia, Catelogue number 6203.0 
Each year is taken as the rate for August 
Unemployment rate is defined as the number of unemployed women aged 15 years and over 
expressed as a percentage of the corresponding labour force 
I Represents a break in the series 
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Appendices to Chapter Three 
3.A Interview schedule for the Sydney Follow-up Study 
THE AUSTIL^LL^N NATIONAL UNIVERSITY' 
NATIONAL CENTTIE FOR EPIDEMIOLOGY AND 
POPULATION HEALTH 
QUESTIONNAIRE 
CONFIDENTIAL 
May to July 1990 
Record atmrt tima I I I I I 
I L i n e 
I I I I 
Q l ( » ) F I R S T O F A L L , H O W O L D A R E Y O U 7 
C o d e a g e i n c o m p l e t e d y e a r s 
* c h a r t (rmspondant) «{r« 
I I 1 8 - 9 (VI) 
Q 1 ( b ) W H A T I S Y O U R D A T E O F B I R T H ? 
C o d e m o n t h 
C o d e y e a r 
9 9 D o n ' t k n o w 
M o n t h I I 1 1 0 - 1 1 ( V 2 ) 
Y e a r 1 9 | I 1 1 2 - 1 3 ( V 3 ) 
Q 1 (c) W H A T W A S T H E H I G H E S T L E V E L Y O U R E A C H E D IN S C H O O L 7 
N o t e : d o n o t i n c l u d e p o s t s e c o n d a r y e d u c a t i o n h e r e 
1 N o s c h o o l i n g 
2 S o m e p r i m a r y 
3 C o m p l e t e d p r i m a r y 
4 S o m e s e c o n d a r y 
5 C o m p l e t e d i n t e r m e d i a t e / s c h o o l c e r t i f i c a t e / j u n i o r 
6 C o m p l e t e d l e a v i n g / h i g h e r s c h o o l c e r t i f i c a t e / s e n i o r 
8 O t h e r 
9 D o n ' t k n o M 
I 1 1 4 - 1 4 ( V 4 ) 
Q 1 (d) H A V E Y O U E V E R S T A R T E D W O R K I N G T O W A R D S A T R A D E O R 
O T H E R Q U A L I F I C A T I O N 7 
1 Y e s 
2 N o 
9 D o n ' t k n o w --> 04<'> 
I 1 1 5 - 1 5 ( V 5 ) 
0 1 ( e ) A R E Y O U C U R R E N T L Y E N R O L L E D IN A C O U R S E ? 
1 Y e s - « - > 031M) 
2 N o 
I 1 1 6 - 1 6 ( V 6 ) 
cn 
O O 
THINKIIIG BACK TO THE (NEXT) MOST RECENT COURSE YOU 
WERE ENROLLED IN, WHEN DID YOU STOP THAT COURSE ? 
1 
L*at 
2 
Next 
3 
Nazt 
4 
Next 
5 
Next 
Code month 
Code year 
99 Don't Vnow 
Month|_ 
Year 191' 
i n - l B 
119-20 
(V7| 
(VB) 
MonthI 
Year 191 l" 
131-
133-
Month|_ 
Year 191 
. H 5 -
147-
Month|_ 
Year 191 
159-
1 6 1 -
Monch I 
Year 191 l' 
n 3 -
n s -
DID YOU COMPLETE THAT COURSE 7 
1 Yea 
2 No 
I 121-21 (V9) I 135 I M 9 163 I m 
WHAT IS THE QUALIFICATION GIVEN AT THE END OF THAT 
COURSE 7 
Sf—cify : I I 122-23 (VIO) I I 136- I I 150- I I 164- I I n e -
01 Trade certificate 
02 Non-degree diploma 
03 Bachelor's degree (e.g. BA, BSc, BEng) 
04 Post-graduate degree (e.g. MA, MSc, PhD) 
05 Secretarial/business college 
06 Enrolled nurse 
OT Registered nurse 
88 Other 
99 Don't )<noH 
(WERE/ARE) YOU DOING THAT COURSE FULL OR PART-TIME 7 
1 Full-tlma 
2 Part-time 
3 Full-time and part-time 
8 Other 
124-24 (Vll) I 138 I 152 I 166 I 60 
WHEN DID YOU START THAT COURSE 7 
Code month 
Code year 
99 Don't Itnow 
MonthI I 125-26 (V12) 
Year 191 I 127-26 (V13) 
MonthI |_ 
Year 191 l" 
J 3 9 -
141-
MonthI 
Year 191" 
.153-
I 55-
Honthl 
Year 191* 
_I67-
169-
Monthi I 
Year 191 l" 
18)-
"183-
Jj the year started before J99£ ? 
1 Yes -"-> 04 (m) 
2 No 
DID YOU TAKE ANY OTHER COURSES BEFORE THAT 7 
I 129-29 (V14) 1 ( 4 3 I 157 171 I I 85 
TO 
a 
Si. 
1 Y e s — > Q 2 ( I L ) 
2 No 
I 130-30 (V15) 1 1 4 4 I I 58 I 172 
|_0 
l _ l 1 I I 
NEXT HE WOULD LIKE TO ASK fiBOUT YOUR EHPl.QYHENT HISTORY SINCE 
JANUARY 19B6. WE ARE MAINLY INTERESTED IN THE TIMES WHEN YOU 
STARTED TO WORK, ANY CHANGES IN HOURS WORKED, AND THE TIMES 
WHEN YOU WERE NOT WORKING TOR SIX MONTHS OR MORE. 
FIRST OF ALL, THINKING BACK TO JANUARY 1986 WERE YOU EMPLOYED 
THEN, EITHER IN A JOB OR IN YOUR OWN BUSINESS 7 
Yes 
No 
-> Of(»> I IB-8 iV16) 
SINCE JANUARY 19B6 HAVE YOU WORKED IN A JOB OR 
OR BUSINESS 7 
Yes 
No 
-> 05 I 19-9 (vn) 
(SINCE LEAVING SCHOOL) HAVE YOU EVER WORKED IN A JOB 
OR BUSINESS 7 
Yes 
No 
-> QB 1 110-10 (VIB) 
WHY HAVE YOU NEVER WORKED IN A JOB OR BUSINESS 7 
01 Never wanted to have a job 
02 Never needed to have a job 
03 Never able to find a job 
04 Permanently unable to work 
05 Husband didn't want her to work 
06 Studying full-time 
BB Other 
I I 111-12 (V19) 
-> 010 (M) 
Oi WHEN DID YOU START WORKING 
(AFTER JANUARY 1986/ AGAIN) 7 
Code month 
Code year 
99 Don't know 
MonthI l_|13-H (V20) 
Year 191 I 115-16 (V21) 
2nd 
MonthI 
Year 191 l" 
3td 4th 
133-
135-
Month|_| 
Year 19| 
153-
155-
Monthl 
Year 191 I 
1-73-
ns-
5th 
MonthI |_|93-
Year 191 I |95-
QG(a) DID YOU HAVE A FULL-TIME OR A PART-TIME JOB THEN 7 
1 Full-time (35 or more hours per week) 
2 Part-time (fewer than 35 hours per week) 
9 Don't know 
I m - n (V22) 
I 137 I 157 I m I 197 
•T3 
•ta 
Ki. 
en 
Ul o 
DURING THIS PERIOD OF EMPLOYMENT, DID YOU EVER SWITCH FROM 
WORKING (FULL-TIME TO PART-TIME/PART-TIME TO FULL-TIME) 7 
Yes 
No • •> OS(d) 
lat 
I iie-ie (V23) 
2nd 
I 138 
3rd 
I^ISS 
4th 5th 
I 196 
WHEN DID YOU (FIRST) SWITCH TO WORKING (PART-TIME/FULL-TIME) 7 
Code month 
Code year 
99 Don't know 
Month l_ 
Year 19)' 
119-20 (V24) 
"121-22 (V25) 
Monthl^ 
Year 191 l" 
J39-
141-
Monthl I 
Year 191 I 
159-
161-
Monthl |_ 
Year 19| I 
179-
1 8 1 -
Monthl 
Year 191 l" 
_I99-
1 1 0 1 
SINCE WORKING IN (JANUARY 19e6/month and year started to work) 
HAVE YOU EVER STOPPED WORKING FOR AS LONG AS SIX MONTHS 7 
Note: ignore changes of hours, jobs or employers and ignore 
holidays, sicic leave, long service or paid maternity leave 
143 I 163 I 183 I 1103 
Yes 
No • 
123-23 (V26) 
-> 07 
WHEN DID YOU STOP WORKING 7 
Code month 
Code year 
99 Don't know 
MonthI I (24-25 (V27) 
Year 191 I 126-27 (V2B) 
MonthI t_ 
Year 191 l" 
144-
146-
Monthl 
Year 191" 
|_1 64-
I 166-
Monthl t I 84-
Year 191 I 186-
Monthl I I 104 
Year 191 I (106 
06(fI WHY DID YOU STOP WORKING WHEN YOU DID 7 
01 Marriage 
02 Pregnancy/to have a child 
03 Husband didn't want her to work 
04 Other family pressures 
05 Didn't want to worit any longer 
06 Didn't need to work 
07 Retrenched/laid off 
08 Retired/pensioned 
09 Unable to wock/sickness/disability 
10 Migration/transfer 
11 Husband's transfer 
12 Education 
13 Holiday 
88 Other 
99 Don't know 
06(g) AFTER THAT, DID YOU EVER GO BACK TO WORK 7 
1 Yes " " > 05 
2 No — = > 09<*) 
First 
Second! 
128-29 (V29) 
"|30-31 (V30) 
FirstI l_ 
Second I I 
I 132-32 (V31) 
148-
150-
First l_l_ 
Second 1 | 
1 6 8 -
"(70-
First I | _ | 88-
Secondl I (90-
F i r 3 t l _ | _ | 1 0 8 
Sccondl I 1110 
I 152 I 172 I 192 I 1112 
Hi 
3 
Ol 
" it no then chart(respondent) anployroent status »3 not working 
Q-l 
08 
ARE YOU NOW WORKING IN A JOB OR BUSINESS ? 
1 Yea »«»> Qll IM) 
2 No 
* chMrt iraapondant) Ainploym^nt jtjtuj 
WHEN DID YOU LAST STOP WORKING 7 
L i n e 
I I I I I 
I ie-8 
Code month 
Code year 
99 Don't know 
010(a) WOULD YOU LIKE TO HAVE A JOB, EITHER NOW OR IN THE FUTURE ? 
1 Yes 
2 No 
(V32) 
Monthl_l 19-10 (V33) 
Year 191 I 111-12 (V34) 
I 121-21 (V39) 
010(b) WHY IS THAT ? 
I I 122-23 (V40) 
(leave boxes blan)<) 
06 (b) 
FirstI I 113-14 (V3S) 
Secondl I 115-16 {V36) 
WHY DID YOU STOP WORKING THEN 7 
01 Marriage 
02 Piegnancy/to have a child 
03 Husband didn't want her to wor)c 
04 Other family pressures 
05 Didn't want to worlc any longer 
06 Didn't need to wor)t 
01 Retrenched/laid off 
Oe Retired/pensioned 
09 Unable to wor)(/sic)<ness/disabillty 
10 Migration/transfer 
11 Husband's transfer 
12 Education 
13 Holiday 
66 Other 
99 Don't )cnow 
09(a) WHAT WAS YOUR OCCUPATION IN YOUR LAST JOB 7 GIVE FULL TITLE 
(V37) 
Occupation 
010(c) does the respondent want a job 7 
(leave boxes blan)i) 
09(b) WHAT WERE THE MAIN TASKS OR DUTIES THAT YOU USUALLY 
PERFORMED IN THAT OCCUPATION 7 
I I 1 1 9 - 2 0 ( V 3 e ) 
Tasl<3 or duties 
(leave boxes blan)i) 
1 Yes 
2 No • 
I 124-24 (V41) 
010(d) IF YOU GET A JOB, WOULD YOU LIKE TO WORK FULL OR PART-TIME 7 
1 Full-time I~I25-25 (V42) 
2 Part-time 
3 Casual 
4 Don't care which 
8 Other 
9 Don't )cnow 
010(e) WHAT TYPE OF WORK WOULD YOU LIKE TO DO THE MOST 7 
Type of wor)t 
I I I I 1 2 6 - 2 9 ( V 4 3 ) 
(leave boxes blanlt) 
OlO(f) AND, WHEN WOULD YOU LIKE TO START WORKING 7 
1 As soon as possible 
2 Within a year 
3 Within the next few years 
4 When chlld-care is available q14 (t) 
5 When children are all at school 
e Other 
9 Don't )(now 
l_l30-30 (V44) 
3 
Si. 
K ) 
10 
11 
o n (a) HIIAT IS YOUR CURRENT OCCUPATION ? GIVE FULL TITLE 
Occupation 
I I 131-32 (V45) 
(leave boxes blank) 
Q U (bl WHAT ARE THE MAIN TASKS OR DUTIES THAT YOU USUALLY 
PERFORM IN THAT OCCUPATION 7 
012(e) HOW MANY HOURS OF UNPAID OVER-TIME DO YOU USUALLY WORK EACH WEEK ? 
Code number of (loura I I 142-43 (V51) 
96 None or varies 
99 Don't Itnow 
012(f) ARE YOU HAPPY WORKING THOSE HOURS OR WOULD YOU PREFER 
TO WORK FEWER OR MORE HOURS EACH WEEK ? 
I I 133-34 (V46) 
Ta9)c9 or duties 
(leave boxes blan)c) 
1 Would prefer fewer hours 
2 Would prefer more hours 
3 Happy with present hours' 
8 Other 
9 Don't know 
-> 012Ih) 
012(g) HOW MANY HOURS WOULD YOU PREFER TO WORK ? 
144-44 (V52) 
012 lb) 
WHICH ONE OF THESE CATEGORIES BEST DESCRIBES YOUR WORKING 
ARRANGEMENTS (read the possible responses out) ? 
1 Wage/salary earner in a private company 
2 Government wor)^er 
3 Conducting own business without employees 
4 Conducting own business employing others 
5 A helper not receiving a wage or salary 
9 Other 
9 Don't )inow 
FOR HOW MANY YEARS HAVE YOU WORKED (FOR YOUR PRESENT EMPLOYER/ 
IN YOUR PRESENT BUSINESS) 7 
I 135-35 (V4T) 
Code completed years 
96 Less than one year 
99 Don't )tnow 
I I 136-37 (V4e) 
Code number of hours 
96 Don't )cnow but would prefer part-time 
97 Don't )cnow but would prefer full-time 
98 Would prefer not to wor)( at all 
I I 145-46 (V53) 
012(h) WHY IS THAT 7 
01 Get too tired 
02 Overwor)^ed 
03 More time for housewor)t 
04 More time with children 
05 More time at home 
06 More time for leisure 
10 Want more money 
11 More 5ob satisfaction 
12 Dislilte my job 
ee Other 
99 Don't )<now 
FirstI I 147-48 (V54) 
Second! I 149-50 (V55) 
0121c ) IN YOUR (MAIN) JOB, ABOUT HOW MANY HOURS DO YOU USUALLY WORK 
EACH WEEK, NOT INCLUDING OVER-TIME 7 
I I 138-39 (V49) 
012(d) 
Code number of hours 
97 Full-time - unsure of hours (but 35 or more) 
96 Part-time - unsure of hours (but < 35) 
99 Don't )(now 
HOW MANY HOURS OF PAID OVER-TIME DO YOU USUALLY WORK EACH WEEK 7 
I I 140-41 (V50) 
012 (i) HOW MUCH DO YOU LIKE YOUR PRESENT JOB - WOULD YOU SAY YOU 
LIKE IT VERY MUCH, LIKE IT FAIRLY WELL, DISLIKE IT SOMEWHAT 
OR DISLIKE IT VERY MUCH 7 
1 Like it very much 
2 Like it fairly well 
3 Dislike it somewhat 
4 Dislike it very much 
9 Don't know 
Code number of hours 
96 None or varies 
99 Don't know 
I_I51-51 (V56) 
012 (j) WHY IS THAT 7 
I l__l52-53 (V57) 
ni 
S 
Ki. 
(leave boxes blank) 
12 
UO YOU AGREE OR DISAGREE WITH THE rOLLOWING STATEMENTS ABOUT YOUR JOB -
Q13(«) MY JOB IS BORING 
1 Agree |~|54-54 (VSB) 
2 Disagree 
9 Don't know 
013(b) MOST or THE TIME I HAVE TO TORCE MYSELF TO WORK 
1 Agree 
2 Disagree 
9 Don't know 
I 155-55 (V59I 
013(c) IT IS VERY IMPORTANT THAT MY JOB BE DONE PROPERLY 
1 Agree 
2 Disagree 
9 Don't know 
I 156-56 <V60) 
013(d) MY JOB IS VERY CHALLENGING 
1 Agree 
2 Disagree 
9 Don't know 
I 157-51 (V61) 
013(o) MY JOB OFTEN MAKES ME FEEL VERY TIRED 
1 Agree 
2 Disagree 
9 Don'I know 
1 158-58 (V62) 
Ql3(f) MY JOB OFTEN GIVES ME A SENSE OF ACCOMPLISHMENT 
1 Agree 
2 Disagree 
9 Don't know 
I 159-59 (V63) 
013(g) WHERE I WORK I HAVE A GOOD OPPORTUNITY FOR ADVANCEMENT 
1 Agree 
2 Disagree 
9 Don't know 
I 160-60 (V64) 
013(h) IF I DID NOT HAVE TO WORK THEN 1 WOULD NOT WORK IN A JOB 7 
1 Agree 
2 Disagree 
9 Don't know 
I (61-61 (V65) 
1 3 
ILlne 
I I I I I 
0 1 < ( A ) H F . X T " E W Q U I - P H K E ; T O A S K Y O U A B Q U T T U E _ E E Q I ; L E WH(? M V P 7 N 
FIRST OF ALL, ARE YOU CURRENTLY LIVING WITH SOMEONE AS A COUPl.E 
IN A MARRIAGE OR IN A RELATIONSHIP (inquire about his first name) ? 
1 Yes -«»> O H (c) 
2 No 
I I e - e (V66) 
* cbmrt(apou9m} spouse's first name 
• chart(raapondent) maritaJ (Catus 
014(b) HAVE YOU EVER LIVED WITH SOMEONE IN A MARRIAGE OR 
IN A RELATIONSHIP WITHOUT BEING MARRIED ? 
Yes "--> 023(m) 
No — > 026 (m) 
I I 9 - 9 (V67) 
0)4(c) WHEN WAS BORN 7 
Code month 
Code year 
99 Don't know 
MonthI I llO-n (V6e) 
Vear 19| | 112-13 (V69) 
014(d) WHICH ONE OF THESE CATEGORIES BEST DESCRIBES HOW YOUR MARRIAGE 
OR RELATIONSHIP STARTED (read the possible responses out) 7 
1 Married in Church by clergyman 
2 Registry office or marriage celebrant 
3 Started living together t)ien got married 
4 Living or lived together only" 
8 Other O H < e ) 
l_(14-14 (V70) 
014(e) WHAT WAS YOUR DATE OF MARRIAGE 7 
Code month 
Code year 
99 Don't know 
MonthI l_|15-16 (V71) 
Year 191 I 117-18 (V72) 
014(f) WHEN DID YOU START LIVING TOGETHER 7 
Code month 
Code year 
98 Immediately after marriage 
99 Don't know 
MonthI 
Year 191" 
119-20 
1 2 1 - 2 2 
( V 7 3 ) 
I V 7 4 ) 
• chart t'pouaa) year started Hying together 
14 15 
Oli(a) DURING YOUR LIFE TOGETHER, WAS HE EVER UNEMPLOYED rOR A PERIOD 
OF SIX MONTHS OR LONGER 7 THAT IS, WAS HE EVER NOT WORKING 
UUT ACTIVELY LOOKING FOR A JOB FOR AT LEAST SIX MONTHS 7 
1 Yes 
2 No 
9 Don't know 
I 123-23 (V75) 
— > Q16(m) 
015(b) ALTOGETHER, HOW MANY TIMES WAS HE UNEMPLOYED FOR SIX MONTHS 
OR LONGER DURING YOUR LIFE TOGETHER 7 
Code number, eg. 2,3,4 ... 
B 8 or more 
9 Dun't know 
015(c) WHEN DID THE LAST PERIOD WHEN HE WAS UNEMPLOYED FOR 
SIX MONTHS OR LONGER BEGIN 7 
( 124-24 (V76( 
Code month 
Code year 
99 Don't know 
Month! I (25-26 (VTT) 
Year 19( I I27-2B (V78) 
017(1) HAS F.VER HAD A JOI) OR WORKED IN A BUSINESS 7 
1 Yes 
2 No > 021 (m) 
I 131-31 (VBl) 
017(b) WHAT WAS 1113 OCCUPATION IN HIS LAST JOB 7 GIVE FULL TITLE 
|~|~l32-33 (V82) 
Occupation 
(leave boxes blank) 
017(0 AND WHAT WERE THE TASKS AND DUTIES HE USUALLY PERFORMED 
IN THAT JOB 
Taaka or duties 
(leave boxes blank) 
I 1 134-35 (VB3) 
016(a) DOES NOW WORK AT ALL IN A JOB OR BUSINESS 7 
-> Q19C) 1 Yes 
2 No 
* chart tapousm) mmployiaant 
1 129-29 (V79) 
018 WHEN DID 
Code month 
Code year 
99 Don't know 
STOP WORKING THERE 7 
-> 021 (a) 
MonthI I 136-37 (Vfl4) 
Year 19| I 138-39 (V85) 
016(b) WHY IS THAT 7 
1 Away from work (on holiday or 
sick leave) 
2 Retired/pensioned 
3 Currently unemployed 
4 Doesn't want to work 
5 Doesn't need to work 
6 Permanently unable to work 
7 Studying full-time 
8 Other 
-> 0I>(*) 
I 130-30 (V80) 
019(a) WHAT IS HIS OCCUPATION 7 GIVE FULL TITLE 
Occupation 
(leave boxes blank) 
019(b) AND WHAT ARE THE TASKS AND DUTIES HE USUALLY PERFORMS 
IN THAT JOB 
I I 140-41 (ve6) 
Tasks or duties 
l_l_|42-4 3 (V87) 
(leave boxes blank) 
•T3 
"ta 
ra 
3 
S -
TO V) 
16 1 7 
0 1 9 ( c ) W H I C H O N E O F T H E S E C A T E G O R I E S B E S T D E S C R I B E S H I S W O R K I N G 
A R R A N G E M E N T S (tead t h e p o s s i b l e r e s p o n s e s o u t ) 7 
1 W a g e / s a l a r y e a r n e r In a p r i v a t e c o m p a n y 
2 G o v e r n m e n t wot)(er 
3 C o n d u c t i n g o w n b u s i n e s s w i t h o u t e m p l o y e e s 
4 C o n d u c t i n g o w n b u s i n e s s e m p l o y i n g o t h e r s 
5 A h e l p e r n o t r e c e i v i n g a w a g e or s a l a r y 
8 O t h e r 
9 D o n ' t )inow 
0 2 1 ( a ) H O W W E L L D O Y O U T H I N K 
I 1 4 4 - 4 4 (vee) 
U N D E R S T A N D S Y O U R F E E L I N G S , Y O U R 
L I K E S A N D D I S L I K E S , A N D A N Y P R O B L E M S Y O U M A Y H A V E - W O U L D 
Y O U S A Y V E R Y W E L L , F A I R L Y W E L L , N O T V E R Y W E L L , O R N O T W E L L A T A L L 
V e r y w e l l 
F a i r l y w e l l 
N o t v e r y w e l l 
N o t w e l l at a l l 
D o n ' t )cnow 
R e f u s a l 
I 1 5 3 - 5 3 (V93) 
0 2 0 ( a ) F O R H O H M A N Y Y E A R S H A S H E W O R K E D <FOR H I S P R E S E N T E M P L O Y E R / 
IN H I S P R E S E N T B U S I N E S S ) 7 
0 2 1 ( b ) T H I N K I N G A B O U T H O W O F T E N Y O U G E T A C H A N C E T O T A L K T O H I M , 
W O U L D Y O U L I K E T O T A L K T O M O R E , A B O U T T H E S A M E O R L E S S 
T H A N Y O U D O 7 
C o d e c o m p l e t e d y e a r s 
98 L e s s t h a n o n e y e a r 
99 D o n ' t Itnow 
I I 1 4 5 - 4 6 (V89) 
0 2 0 ( b ) IN H I S J O B , H O W M A N Y H O U R S D O E S H E U S U A L L Y W O R K E A C H W E E K , 
N O T I N C L U D I N G O V E R - T I M E 7 
C o d e n u m b e r of h o u r s 
97 F u l l - t i m e - u n s u r e of h o u r s (but 35 or m o r e ) 
98 P a r t - t i m e - u n s u r e of h o u r s (but < 35) 
99 D o n ' t )inow 
I I ( 4 7 - 4 8 (V90) 
M o r e 
A b o u t t h e s a m e 
L e s s 
D o n ' t )cnow 
I 1 5 4 - 5 4 (V94) 
Q 2 2 ( a ) ? chacc (spouse) did the r e s p o n d e n t s t a r t living with her spouse 
bo/ore J 986 ? 
1 Y e s 
2 N o 
»> 026 (M) I 1 5 5 - 5 5 (V95) 
0 2 0 ( c ) H O W M A N Y H O U R S O F P A I D O V E R - T I M E D O E S H E U S U A L L Y W O R K E A C H W E E K 7 Q 2 2 ( b ) B E F O R E L I V I N G W I T H 
C o d e n u m b e r of h o u r s 
98 N o n e o r v a r i e s 
99 D o n ' t )inow 
I 1 4 9 - 5 0 (V91) 
D I D Y O U L I V E W I T H S O M E O N E E L S E 
IN A M A R R I A G E O R IN A R E L A T I O N S H I P 7 
Y e s 
N o - -> 02e(') 
I 1 5 6 - 5 6 (V96) 
0 2 0 ( d ) H O W M A N Y H O U R S O F U N P A I D O V E R - T I M E D O E S H E U S U A L L Y W O R K E A C H W E E K 7 
C o d e n u m b e r of h o u r s 
98 N o n e o r v a r i e s 
99 D o n ' t k n o w 
I I ( 5 1 - 5 2 (V92) 
tti 
S 
o " 
ra 
O l 
O N 
18 19 
T I I I H K U I G 1)^CK T O Y O U H (NF.XTI M O S T H E C F . N T 
M A H R I A G K O H B E l J l T I O N S H I P , H O W D I D I T E N D 7 
1 D l v o r c o o r s o p a r a t i o n ( o l l o w o d b y d l v o r c o 
2 S o p a r A t i o n b u t n o d i v o r c e 
3 r.nU of r e l a t i o n s h i p 
A M o s b a n d d i e d 
l _ 0 ( J ^ | _ 5 I L i n e 
1 
L a s t 
I I 6 - 8 ( V 9 7 ) 
2 
N e x t 
3 
tl«Kt 
I I 3 0 I 152 
4 
N a i t 
5 
N e x t 
I 174 1 9 6 
0 2 3 (b) W H E N D I D Y O U IJlST l.IVE T O G E T H E R 7 
C o d e m o n t h 
C o d e y e a r 
9 9 D o n ' t k n o w 
M o n t h I | _ | 9 - 1 0 ( V S e ) 
Y e a r 1 9 | I | n - 1 2 ( V 9 9 I 
M o n t h I 
Y e a r 1 9 | l" 
J 3 1 -
I 3 3 -
M o n t h I 
Y e a r 1 9 1 | 
1 5 3 -
1 5 5 -
M o n t h l I 
Y e a r 191 I 
n s -
1 7 7 -
M o n t h l 
Y e a r 1 9 | 
1 9 7 -
I 9 9 -
0 2 4 l a l D U R I N G Y O U R L I F E T O G E T H E R , W A S H E E V E R U N E M P L O Y E D F O R A 
P E R I O D O F S I X M O N T H S O R L O N G E R 7 T H A T I S , W A S H E E V E R N O T 
W O R K I N G B U T A C T I V E L Y L O O K I N G F O R A J O B F O R A T L E A S T S I X M O N T H S 7 
1 Y e s 
2 N o 
9 D o n ' t k n o w - " - > 025 {a) 
I 1 1 3 - 1 3 ( V l O O ) 
I 1 3 5 I 157 I 1 7 9 I 1 1 0 1 
0 2 4 ( b l A L T O G E T H E R , H O W M A N Y T I M E S W A S H E U N E M P L O Y E D F O R 
S I X M O N T H S O R L O N G E R D U R I N G Y O U R L I F E T O G E T H E R 7 
C o d e n u m b e r , e g . 2 , 3 , 4 
6 8 o r m o r e 
9 D o n ' t k n o w 
I 1 1 4 - 1 4 ( V l O l ) 
I 1 3 6 I I 56 I I e o I I 1 0 2 
02-1 ( c l W H E N D I D T H E I ^ S T P E R I O D W H E N H E W A S U N E M P L O Y E D F O R 
S I X M O N T H S O R L O N G E R B E G I N 7 
C o d e m o n t h 
C o d e y e a r 
9 9 D o n ' t k n o w 
M o n t h I I 1 1 5 - 1 6 ( V 1 0 2 ) 
Y e a r 1 9 1 I 1 1 7 - 1 8 ( V 1 0 3 ) 
M o n t h I 
Y e a r 1 9 | l" 
1 3 7 -
1 3 9 -
M o n t h I I 
Y e a r 1 9 | |" 
1 5 9 -
1 6 1 -
M o n t h I 
Y e a r 191* 
. 1 8 1 -
1 8 3 -
M o n t h l l _ | 1 0 3 
Y e a r 191 I 1 1 0 5 
0 3 5 ( B ) W H I C H O N E O F T H E S E C A T E G O R I E S B E S T D E S C R I B E S T H E 
R E I . A T I O N S H I P Y O U H A D ( r e a d t h e p o s s i b l e r e s p o n s e s o u t ) 7 
1 M a r r i e d i n C h u r c h b y c l e r g y m a n 
2 R e g i s t r y o f f i c e o r m a r r i a g e c e l e b r a n t 
3 S t a r t e d l i v i n g t o g e t h e r t h e n g o t m a r r i e d 
4 L i v i n g o r l i v e d t o g e t h e r o n l y 
8 O t h e r - « « > 0 2 5 ( c ) 
I 1 1 9 - 1 9 ( V 1 0 4 ) 
163 I 1 6 5 1 1 0 7 V ) 
X I 
20 2 1 
0;i(bl WHAT WAS YOUR DATE OF MAnnlAGE ? 
Code month 
Code yeai 
99 Don'I know 
1 
Montlil I 120-21 (V105) 
Yuat 191 I 122-23 (V106) 
2 
Noxt 
MonthI |_ 
Year 191 l" 
3 
Naxt 
M 2 -
M 4 -
Monthl 
Yoar 191 T 
_IG4-
166-
4 
N«xt 
MonthI I IB6-
Ycar 191 I 188-
i 
Muxt 
MonthI I I 1Oe 
Yoar 191 I 1110 
WHKN DID YOU START M V I N O TOGETHER 7 
Code month 
Code yoar 
96 When marriud 
99 Don't Know 
MonthI I 124-25 (V107I 
Yoar 191 I I26-2V (VIOS) MonthI |_ 
Yoar 191 f 
M G -
146-
Monthl |_ 
Year 191 T 
_l6e-
' n o -
Monthl l_ 
Year 19| I 
190-
"|92-
Month I |_ 
Yoar 191 l' 
.1112 
1114 
025(d) did tho rsspondont: start living with that 
apouae be/ore 1986 ? 
Yoa ™ > Q2£(m) 
HO 
I 126-28 (V109) 
150 I 172 I I 94 I 1116 
021 (ul nEFORE THAT TIME DID YOU LIVE WITH SOMEONE EI.SE IN A MARRIAGE 
OB IN A RELATIONSHIP ? 
1 Yea — > 023 (») 
2 No 
I 129-29 (VllO) 
151 I 113 I 195 I 1117 
a 
o " 
oo 
22 23 
I I I I I 
0 2 6 (a) A P A R T F R O M YOURSEl.r (AND S P O U S E ) , D O E S A N Y B O D Y EI.SE 
L I V E IN T H E S A M E 110USEII01.D W I T H Y O U 7 D O N O T INCI.UDE 
P E O P L E W H O A R E S T A Y I N G W I T H Y O U L E S S T H A N T H R E E M O N T H S 
1 Y o a 
2 N o > Q30 
l e - e ( v n i ) 
0 2 6 ( b ) H O W M A N Y P E O P L E L I V E H E R E N O T COUNTINCi 
Y O U R S E L F (AND S P O U S E ) ? 
C o d e t)ie n u m b e r e g . 2 , 3 , 4 ... 
• chmrt (r»at of housmhold) n w n b a r 
I I 1 9 - 1 0 ( v n 2 ) 
0 2 7 ( a ) inquire houaohoid member's first name, 
H O W O L D IS 7 
C o d e a g e in c o m p l e t e d y e a r s 
98 L e s s t))an o n e y e a r 
99 D o n ' t )<now 
l > t 
I I 1 1 1 - 1 2 (VI13) 
2 n d 
l l l l ~ | 2 5 -
3 r d 
I ~ I ~ I 3 9 -
« t h 
I ~ I ~ I 5 3 -
5 t h 
I l ~ | 6 7 -
* ctiMct (r^at of bouamboldt 
0 2 7 ( b ) W H A T IS D A T E O F B I R T H 7 
C o d e m o n t h 
C o d e y e a r 
99 D o n ' t )inow 
M o n t h ! l _ | 1 3 - M ( V I H ) 
Y e a r 19| I 1 1 5 - 1 6 (VllS) 
M o n t h I I 127-
Y c a r 191 I 129-
H o n t h l _ 
Y e a r 19|" 
M I -
M 3 -
M o n t h | _ 
Y e a r 1 9 1 ' 
.155-
I 5 7 -
M o n t h I I 
Y e a r 191 I 
169-
171-
TO 
n " 
TO 
en 
U 1 
24 25 
Q!1 (C\ WHAT IS REIJVTIONSIIIP TO YOU ? 
IS (HE/SHE) YOVm (SON/DAUGHTER) OR 
(FATtlEB/MOTMEB) 
01 rather (includo step-/«doptive) 
02 Mother (includo step-/adoptivo1 
03 Paront-in-lnw 
04 Son/daughtur - own pragnancy 
FOR EXAMPLE, 
— > oit<t) 
1st 
I I i n - i e (V116I 
2nd 
(""[""iSl-
3rd 
( " " l ^ M i -
4th 5th 
05 Son/daughtor - Adopted, rostared or Ward 
06 - Stop-/huaband'3 child 
01 - Grandchild 
OB - Other relatives 
09 Son/daughter-in-law 
10 Drother/si3tor 
11 Other relative (eg. aunt, 
uncle, couaini 
12 Mouaemate/boarder 
Be Other 
— > 02a (») 
* c h a r t o f houMmholdf rmlmtionmhip to r»spond«nt 
WHEN DID FIRST COME TO LIVE WITH YOU 7 
Code month 
Code year 
99 Don't know 
HonthI I 119-20 ( v m ) 
Year 19| I 121-22 (VllB) 
HonthI I 133-
Year 191 I 135-
Monthl |_ 
Year 191 l" 
M 7 -
M 9 -
Monthl I 
Year 19| l" 
161-
163-
Honthl I 
Year 191 l' 
175-
m -
maJe or femaJe (if unauro ask) ? 
Hale 
Femalo 
I 123-23 (V119I I 137 I 151 I 165 I _ n 9 
7 chart frost of household) is there another 
household member ? 
Yea 
No 
-> 027 1m) I 124-24 (V120) I 139 I 152 I 166 I I BO 
ra 
a 
n " ru v> 
On 
O 
26 21 
030 
_ I J 2 I ^ . I ^ I L I N E 
I l_l l_l 
Q31(b) WHO IS THAT 7 
029(a) (^P^RT FROM YOUR SPOUSE) ARE YOU ABLE TO TALK TO SOMEONE IN 
YOUR HOUSEHOLD ABOUT YOUR PROBLEMS 7 
1 Yes 
2 No 
9 Don't know 
029(b) WHO IS THAT 7 
I e - e (vi2n 
0 3 1 (at 
01 Father 
02 Mother 
0 3 Fathet-in-law 
04 Mother-in-law 
0 5 Son 
06 Daughter 
07 Son-in-law 
o e Daughter-in-law 
0 9 Brot her 
10 Sister 
1 1 Other male relative (eg. uncle. cousin) 
12 Other female relative (eg. aunt, , cousin) 
1 3 Male housemate 
1 4 
88 
Female housemate 
Other 
99 Don't )cnow 
Fltatl I 19-10 (V122) 
Socondl I 111-12 (V123) 
-> 03X (m) 
7 chart tspoase) does the rBspondonc hsv» a spouse ? 
1 Yes 
2 No — ' 
THINKING 
WITH YOU 
1 Yes 
2 No 
9 Don't 
113-13 (V124) 
I 114-14 (V125) 
01 Husband/de facto 
02 Father 
03 Mother 
04 Father-in-1aw 
05 Mother-in-law 
0 6 Son 
07 Daughter 
o e Son-in-1aw 
09 Daughter-in-law 
10 Brother 
11 Sister 
12 Other male relative (eg. uncle. cousin) 
13 Other female relative (eg. aunt , cousin) 
14 Male housemate 
IS 
88 
Female housemate 
Other 
99 Don't )cnow 
Fimtl I 115-16 (V126) 
Sccondl I 117-18 (V127) 
Q31(c) WHAT IS THE ILLNESS 7 
Spmcify Fir3t|_ 
Second I 
J 19-22 
"|23-26 
(V12e) 
(V129) 
Q32(a) 
(leave boxes blan)c) 
DOES SOMEONE IN YOUR HOUSEHOLD HAVE A HEALTH CONDITION THAT HAKES 
THEM DEPENDENT ON YOU TO HELP WITH NORMAL DAY TO DAY ACTIVITIES 7 
1 Yes 
2 No 
9 Don't )tnow 
032(b) WHO IS THAT 7 
127-27 (V130) 
033(a) 
01 Husband/de facto 
02 Father 
03 Mother 
04 Father-in-law 
05 Mother-in-law 
06 Son 
07 Daughter 
08 Son-in-law 
09 Daughter-in-law 
10 Brother 
11 Sister 
12 Other male relative (eg. uncle, cousin) 
13 Other female relative (eg. aunt, cousin) 
14 Male housemate 
15 
88 
Female housemate 
Other 
99 Don't )<now 
FirstI I I2B-29 (V131) 
Secondl I 130-31 (V132) 
"XS 
3 
Ki. 
VI 
ON 
28 29 
032(c) (THIUKIHG OF THE MOST D E P E N D E N T ) WOULD YOU SAY T H A T (HE/SIIE) 
TOTAl.l.Y D E P E N D E N T , MOSTLY D E P E N D E N T OH S O M E W H A T D E P E N D E N T 
ON YOU FOK )IELP 7 
IS 034(a) HOW MUCH DO YOU LIKE DOING HOUSEWORK - WOULD YOU SAY YOU 
LIKE IT VERY MUCH, LIKE IT FAIRLY WELL, DISLIKE IT 
SOMEWHAT OR DISLIKE IT VERY MUCH 7 
1 Totally (lepondent 
2 Moat-ly dopondent 
3 Somowhat dependent 
9 Don't )(now 
032(dl FOR HOW MANY YEARS HAS (HE/SHE) BEEN NEEDING YOUR HELP 7 
I 132-32 (V133) 1 Like it very much 
2 Lilco It fairly well 
3 Dlali)<o it somewhat 
4 Dialilco it very much 
9 Don't linow 
I 161-61 (V149) 
Code numl)Or of completod years 
98 Less than one year 
99 Don't )<now 
I I 133-34 (V134) 034(b) WHY IS THAT ? 
032(c) IS (HE/SHC) LIKELY TO BECOME LESS OR MORE DEPENDENT ON YOU 
IN THE FUTURE 7 
1 Loss dependent 
2 About the same dependency 
3 More dependent 
9 Don't know 
033(a) THE NEXT SET OF OUESTIONS IS ABOUT THE JOBS DONE WITHIN YOUR 
HOME - WHO MAINLY DOES THE FOLLOWING JOBS AROUND THE HOUSE 7 
WASHING UP AND DRYING UP I l_ 
COOKING I l_ 
SHOPPING AND ERRANDS I l_ 
CLEANING THE HOUSE I l_ 
WASHING AND IRONING I l_ 
TAKING OUT THE GARBAGE I l_ 
MOWING THE O W N I l_ 
OTHER GARDENING I l_ 
HOME MAINTENANCE I l_ 
? chart(rest o/ household/ has Che respondent 
J 5 years old living with her ? 
135-35 (V135) 
child under 
Yes 
No - " > o u t * ) 
I I 162-63 (V150) 
136-37 
J38-39 
'|40-41 
'|42-43 
"(44-45 
J46-47 
_|4B-49 
'|50-51 
152-53 
(V136) 
( v m ) 
(7138) 
(V139) 
(V140) 
(V141) 
(V142) 
(V143) 
(V144) 
154-54 (V145) 
(leave boKes blank) 
DO YOU AGREE OR DISAGREE WITH THE FOLLOWING STATEMENTS ABOUT THE 
HOUSEWORK YOU DO -
035(a) THE HOUSEWORK I DO IS BORING 
1 Agree 
2 Disagree 
9 Don't know 
035(b) MOST OF THE TIME I HAVE TO FORCE MYSELF TO DO IT 
1 Agree 
2 Disagree 
9 Don't know 
035(c) I FIND HOUSEWORK VERY CHALLENGING 
I 164-64 (V151( 
I 165-65 (V152) 
BATHING, DRESSING AND PUTTING CHILDREN TO BED 
TAKING CHILDREN TO AND FROM SCHOOL 
TAKING CHILDREN TO OTHER ACTIVITIES 
01 Mostly self 
02 Mostly husband 
03 Mostly children 
04 Mostly other household member 
05 Mostly paid help 
06 Mostly unpaid help from outside the hom« 
11 Jointly self and husband 
12 Jointly self and children 
13 Jointly husband and children 
14 Self and other 
21 Entire household 
61 Outside help 
BB Don't do this 
I 55-56 
"l57-58 
159-60 
(V146) 
(V147) 
(V14B) 
1 Agree 
2 Disagree 
9 Don't know 
035(d) I OFTEN FEEL VERY TIRED WHILE DOING HOUSEWORK 
I 166-66 (V153) 
1 Agree 
2 Disagree 
9 Don't know 
035(e) I OFTEN FEEL A SENSE OF ACCOMPLISHMENT IN DOING HOUSEWORK 
1 Agree 
2 Disagree 
9 Don't know 
( 167-67 (V154) 
I 168-66 ( V 1 S 5 ) 
3 
V} 
ON 
to 
30 31 
I I I I I 
036 (a) riRST OF ALL, HAVE YOU ANY CIIILDREN THAT NO IX)NGER LIVE WITH 
YOU ? THAT IS CHILDREN WHO LEFT HOME, WENT TO LIVE WITH 
OTHER RELATIVES OR IN AN INSTITUTION, OR WHO HAVE DIED ? 
COUNT CHILDREN YOU HAVE GIVEN BIRTH TO, ADOPTED CHILDREN 
AND ANY OTHER CHILDREN THAT LIVED WITH YOU FOR LONG PERIODS 
YSD 
No • -> Q3t 
I ie-8 (V156I 
036(b) OF THESE CHILDREN, DID ANY OF THEM STOP LIVING WITH YOU 
SOMETIME AFTER JANUARY 1986 7 
1 Yes 
2 No "--> 039 It) 
I 1 9 - 9 (VIST) 
036(c) HOW MANY CHILDREN STOPPED LIVING WITH YOU SOMETIME AFTER 
JANUARY 1966 ? 
Coda t)le number ot cl^ildren 
• chmrt (othmr chiJdran^ niunbar ot CLbiidran 
I I 110-11 (Visa) 
037(a) inquire child's first namt lor each of the children not 
living with respondent after January 1986 in turn. 
WHAT WAS DATE OF BIRTH ? let 
Code month 
Code year 
99 Don't )tnou 
ij the child male or female (ask if unaure) ? 
Mont)ll I 112-13 (V159) 
Year 191 I 114-15 (V160) 
2nd 
Mont))l 
Year 191 l" 
3rd 
_I2B-
130-
Mont)i|_ 
Year 191' 
144-
146-
Mont)i| 
Year 19)" 
I 60-
' | 6 2 -
5th 
Month! I 
Year 191 T 
J76-
I 78-
Male 
Female 
Q37(c) WAS (HE/SHE) FROM YOUR OWN PREGNANCY, OR WAS (HE/SHE) 
ADOPTED OR A STEP-CHILD OR FOSTER CHILD 7 
1 Own pregnancy 037(m} 
2 Adopted in 
3 Step-child/hu9band's child 
4 Foster child 
5 Ward 
8 Other 
1 116-16 (V161) 
I 117-17 (V162) 
I 132 
I 1 3 3 
I 148 I 164 I 180 
I 149 I 165 I 181 
Hi 
3 
32 33 
O l M t i ) W H F U D I D F I R S T C O M E T O LIVE WITH YOU ? 
CocJo m o n t h 
C o d e y o A i 
99 Don't know 
l . t 
M o n t h I I 118-19 (V163) 
Year 19| I (20-21 (V164) 
2 n d 3 r d 
M o n t h I 
Y e a r 191 r 
134-
136-
Monthl 
Year 19| 1 
isn-
152-
4 t h 
MonthI 
Year 191 1 
5 t h 
1 6 6 -
' l 6 8 -
Monlh|_ 
Yoat 19l" 
1 8 2 -
1 8 4 -
031(0( W H E R E IS (HE/SHE) L I V I H G HOW ? 
1 Ooacl 
2 r o s t o r o d out 
3 A d o p t e d out 
4 L i v i n g in s p e c i a l i n s t i t u t i o n 
5 L i v i n g elsa w h e r o w i t h fathar 
6 L i v i n g olse w h o r o w i t h m o t h o r / o t h a c ralativa 
7 A w a y at s c h o o l / u n i v e r a I t y 
e Loft homo 
9 Don't know 
I 122-22 (V165) 
1 1 3 8 1 154 I P O 1 186 
0 3 1 {f ) WIIEH DID (DIE/LAST G O TO LIVE SOMEWHERE ELSE) ? 
Codo m o n t h 
C o d e year 
99 Don't know 
Month 1_ 
Year 191* 
_123-24 
"l25-26 
(V166) 
(V167) 
MonthI 
Yoar 191 l" 
.139-
141-
Monthl |_ 
Year 191 I 
155-
1 57-
Month 1 1_ 
Year 191 I 
|71-
173-
M o n t h l 1 1 87-
Year 191 I 189-
? chart (other childronl is chare another child 7 
1 Yes ---> 0 3 7 ( M ) 
2 No > 03l>(*) 
1 127-27 (V168) 1 143 1 I 59 I 175 1 191 
r^ j 
3 
v> 
O n 
34 35 
Ojs ? chart o( housohold} doea the reafyonctont have children 
living wit/i her ? 
O10((l) WHY IS THAT 7 
Yos 
No -"-> 040(m) 
1 9 2 - 9 2 ( V 1 G 9 ) 
I I 1100-101 ( v n . s ) 
0 5 9 T A K I N G ALL THINGS TOGETHER, WOULD YOU DESCRIBE YOUR EXPERIENCES AS 
A PARENT AS VERY SATISFYING, EAIRLY SATISTYING, HOT TOO SATISFYING 
OR NOT SATISFYING AT ALL 7 
(Icnvo boxos blank) 
1 Very satisfying 
2 Fairly satisfying 
3 Not too satisfying 
4 Not satisfying at all 
e Refusal 
9 Don't know 
I (93-93 (V170) ljO|_S |_5 ILino 
I I I I I 
041 (nl 7 chartfrest of hou3ehold) doQ3 the respondent live with hor 
(natural/3tep-/jidoptive) father ? 
039(bl WHY IS THAT 7 
I I 1 9 4 - 9 5 ( v n i ) 
(laavo boxes blank) 
040<a) ? chJirt (respondent} is tho respondent now 50 or older ? 
1 Yos - — > 041 (m) 
2 No 
040(b) DO YOU THINK YOU WILL ((AVE ANY (MORE) CHILDREN 7 
1 Yos 
2 No — > 04 0(d) 
9 Don't know 
040(c) WHEN WOULD YOU LIKE TO HAVE (THE NEXT) ONE 7 
01 Currently pregnant 
02 As soon as possible 
03 within two years 
04 Within three years 
05 Within (our years 
06 Within five years 
07 Within six years 
08 Within seven years 
09 within eight years 
20 After marriage 
88 Other 
( (96-96 ( v n 2 ) 
1 ) 9 7 - 9 7 ( v n 3 ) 
(98-99 ( V n 4 ) 
Yos — > 042(m) 
No 
041(b) IS YOUR (NATURAL/STEP-/ADOPTIVE) FATHER STILL ALIVE 7 
1 Yes —'> 041 (d) 
2 No 
9 Don't know 
I 18 -e 
( ( 9 - 9 
( v n 6 ) 
( v n ? ) 
041(c) IN W((1CH YEAR DID HE DIE 7 
Code year 
99 Don't know 
Year 19( 
— > 042 (*> 
(10-11 (Vl7e) 
041(d) WHICH ONE OF THESE CATEGORIES BEST DESCRIBES WHERE 
HE IS LIVING NOW (read the possible responses out) 7 
2 Attached flat/same property 
3 Same suburb as respondent 
4 Elsewhere in same city 
5 Same state as respondent 
6 Other state in Australia 
7 Overseas 
9 Don't know 
( (12-12 ( v n 9 ) 
"X3 
"tS ra 
<yi 
ON 
99 Don't know 
36 37 
7 c/iart frest ot houaeholdl does the respondent Jive with >ier 
fnaturji/jtop-ZadoptiveJ mother ? 
04 3(b) WHO IS THAT 7 
Yea — > 
No 
042(h) IS YOUR (NATURAL/STEP-ZADOPTIVE) MOTIICR STILL ALIVE 7 
1 Yes > <d) 
2 No 
9 Don't )cnow 
IN HMICM YEAR DID SHE DIE 7 
I 113-13 (V180) 
I 114-14 (V181) 
Code yoar 
99 Don't 
Ye»r 191 I 115-16 (Vie2) 
01 Father 
02 Mother 
03 Father-in-law 
04 Mother-in-law 
OS Son 
06 Daughter 
07 Son-in-law 
08 Daughter-in-law 
09 Brother 
10 Sister 
11 Other male relative (eg. uncle. cousin) 
12 Other female relative (eg. aunt. , cousin) 
13 Male friend 
14 Female friend 
88 Other 
99 Don't )tnow 
rirsti I 119-20 (V)ei) 
Second! I 121-22 (7186) 
042(d) WHICH ONE or THESE CATEGORIES BEST DESCRIBES WHERE 
SHE IS LIVING NOW (read ttie possible responses out) 7 
1 Same household as father 
2 Attached flat/same property 
3 Same suburb as respondent 
4 Elsewhere in same city 
5 Same state as respondent 
6 Other state in Australia 
7 Overseas 
9 Don't )tnow 
043(c) (THINKING OF THE HOST DEPENDENT) WOULD YOU SAY T))AT (HE/SHE) 
IS TOTALLY DEPENDENT, MOSTLY DEPENDENT OR SOMEWHAT 
DEPENDENT ON YOU FOR HELP ? 
I 117-17 (VieS) 
1 Totally dependent 
2 Mostly dependent 
3 Somewhat dependent 
9 Don't know 
043(d) FOR HOW MANY YEARS HAS (HE/SHE) BEEN NEEDING YOUR HELP 7 
I 123-23 (V187) 
04 3 (a) THINKING ABOUT YOUR RELATIVES AND FRIENDS (WHO DO NOT LIVE IN 
THE SAME HOUSEHOLD WITH YOU) , DO YOU HELP ANY OF THEM WITH 
NORMAL DAY TO DAY ACTIVITIES BECAUSE OF A HEALTH CONDITION 7 
Yes 
No — - > (m) 
I i i e - 1 8 ( v i e 4 ) 
Code number of completed years 
96 Less than one year 
99 Don't Itnow 
I I 124-25 (V188) 
043(e) IS (HE/SHE) LIKELY TO BE COME LESS OR MORE DEPENDENT ON YOU 
IN THE FUTURE 7 
1 Less dependent 
2 About the same dependency 
3 More dependent 
9 Don't )<now 
I 1 2 6 - 2 6 ( V i e 9 ) 
HIP NPXT 5PCTI0N ASKS ABOUT YOUR SOCIAI. ACTIVITIES. 
044(a) IN THE LAST TWO WEEKS, ROUGHLY HOW MANY TIMES DID YOU 
SEE FRIENDS OR RELATIVES SOCIALLY ? 
•X3 
TO 
S 
a , 
o" 
V) 
Code number of times, eg. 1,^ 
98 None --«> 045(m) 
99 Don't know 
I I 127-28 (V190) ON 
ON 
38 39 
O M ( b ) WHO DID YOU MOSTLY SEE ? 
01 Parents 
02 lather 
03 Mother 
04 Patent'5-i>i-l«w 
05 r«thor-in-law 
06 Mother-in-law 
07 Son 
06 Son and his tamlly 
09 Daughter 
10 Daughter and her family 
11 Son-in-law 
12 Daughter-in-law 
13 Brother 
14 Brother and hia family 
15 Sister 
16 Sister and her family 
n Other family 
18 Friends 
88 Other 
First|_ 
Second! 
J 29-30 (V191) 
'l31-32 (V192) 
04i(d) DO YOU REGUIJVRLY VISIT C1.UDS OR ACTIVELY PARTICIPATE IN ANY 
ORGANISATION 7 
1 Yes 
2 No 
99 Don't know 
DO YOU HAVE A RELATIVE OR FRIEND (WHO DOESN'T LIVE IN THE 
SAME HOUSEHOLD) WHO YOU CAN TELL YOUR PROBLEMS ? 
I 136-36 (V196) 
015(e) DO YOU REGUIJiRLY GO TO ACTIVITIES, SUCH AS THE MOVIES, SHOWS 
OR OTHER PLACES THAT MAY INTEREST YOU ? 
1 Yea 
2 No 
046(a) ARE YOU A TALKATIVE PERSON 7 
1 Yes 
2 No 
9 Don't Icnow 
046(b) DO YOU TEND TO KEEP IN THE BACKGROUND ON SOCIAL OCCASIONS 7 
1 Yes 
2 No 
9 Don't )inow 
I 137-37 (V197) 
I 138-38 (V198) 
I 139-39 (V199) 
045(b) 
1 Yes 
2 No 
9 Don't know 
WOULD YOU LIKE TO TALK TO MORE PEOPLE THAN YOU DO NOW, 
ABOUT THE SAME OR LESS 7 
I 133-33 (V193) 
046(c) DO YOU ENJOY MEETING NEW PEOPLE 7 
1 Yes 
2 No 
9 Don't know 
I 140-40 (V200) 
More 
About the same 
Less 
Don't know 
I 134-34 (V194) 046(d) DO YOU USUALLY TAKE THE INITIATIVE IN MAKING NEW FRIENDS 7 
1 Yes 
2 No 
9 Don't know 
I 141-41 (V201) 
04 5 (c I HOW OFTEN DO YOU HAVE TIME AT HOME THAT YOU DON'T KNOW WHAT 
TO DO WITH - ALL THE TIME, QUITE OFTEN, JUST NOW AND 
THEN OR ALMOST NEVER 7 
1 All the time 
2 Quite often 
3 Just now and then 
4 Almost never 
9 Don't know 
I 135-35 (V195) 
046(e) GENERALLY, DO YOU LIKE PLENTY OF BUSTLE AND EXCITEMENT 
AROUND YOU 7 
1 Yes 
2 No 
9 Don't know 
I 142-42 (vrOI) -a rrj 
a 
ra Cfi 
a\ 
VI 
4 0 11 
DO OTIIEH PEOPl.C THINK OF YOU AS DEING VERV LIVELY 7 
1 Yo3 
2 N o 
9 Don't know 
0<1(>>l CEIIEUM.I.Y, DO YOU LIKE MIXING WITH PEOPLE ? 
I H 3 - 4 3 ( V 2 0 3 I 
049(c) WOULD YOU SAY YOUR HEALTH IS RETTEK, AflOUT THE SAME OR HOT AS 
GOOD AS MOST PEOPLE YOUU AGE ? 
1 nottft 
2 Sumo 
3 Not aa good 
9 Don't know 
I 111-11 (V20f)| 
1 Yoa 
2 No 
9 Don't know 
I (V204) 
046 OVERALL HOW SATISFIED ABE YOU WITH YOUR SOCIAL LIFE - WOULD YOU 
SAY YOU ARE VERY SATISFIED, FAIRLY SATISFIED, NOT TOO SATISFIED 
OR NOT SATISFIED AT ALL 7 
050(n) TAKEN ALL TOGETHER, WOULD YOU SAY YOUR LIFE TODAY IS VERY HAPPY, 
FAIRLY HAPPY, NOT TOO HAPPY OR NOT HAPPY AT ALL 
1 Very happy 
2 Fairly happy 
3 Not too happy 
4 Not happy at all 
9 Don't know 
I 112-12 (V209) 
1 Very satlafiod 
2 Fairly aatiafiod 
3 Not too satisfied 
4 Not aatisfiad at all 
9 Don't know 
I 145-45 (V205) 
l ^ l ^ l OILlno 
I I I I I 
WL&BE^tJOVU' 
049 (al WOULD YOU SAY YOUR OVERALL HEALTH IS EXCELLENT, GOOD, FAIR 
OR POOR 7 
1 Excellent 
2 Good 
3 Fait 
4 Poor 
9 Don't know 
I ie-8 (V206) 
050(b) WHY IS THAT 7 
) I 113-14 (V210) 
(leave boxes blank) 
051(a) WHEN YOU THINK OF THE THINGS YOU WANT FROM LIFE, WOULD YOU SAY 
THAT YOU ARE DOING VERY WELL, FAIRLY WELL, NOT TOO WELL OR NOT 
WELL AT ALL 7 
1 Very well 
2 Fairly well 
3 Not too well 
4 Not well at all 
9 Don't know 
I 115-15 (V211) 
049<bl WHY IS THAT 7 
I I 19-10 (V207) 
(leave boxes blank) 
051(b) COMPARED WITH YOUR LIFE TODAY, HOW WERE THINGS FOUR OR FIVE 
YEARS AGO - HAPPIER THEN, ABOUT THE SAME AS NOW OR HAPPIER NOW 7 
1 Happier then 
2 About the same as now 
3 Happier now 
9 Don't know 
I__I16-16 (V212) 
Hi 
3 
VI 
ON 
00 
4 2 -13 
Illi;^  JJtKT^rEW_QUESIIO(fS .6SK_ABaUt_KOUll.MKIUCftLHI5T0RX• 
Oi2 ims A DOCTOH F.VEK TOI.D YOU THAT YOU HAVE 
HIGH DI.OOD 
PRESSURE OR 
CHOLESTEROL 
HEART 
DISEASE, 
INCIAIDING 
A HEART 
ATTACK 
I 
_l l _ l I 
I I I ll.ino 
A MENTAL 
DISORDER, 
SUCH AS 
DEPRESSION 
OR ANXIETY 
A STOMACH 
OR DUODENAL 
ULCER 
ANY OTHER 
HEALTH 
PROHl.EM (if 
more than one 
type U30 A 
3up|>l omont a ry 
quootionnaiie) 
» Y«a 
2 Ho 
9 Don't know 
it no mmk aixiuc tb» nmxt bmmltb condition 
117-20 (V213) I M 3 I 169 
Spmai fyi_ 
I I i I 134 I 160 
if no "-"> QS8 
053 as* onJy if yarn to 052, WHEN DID A DOCTOR FIRST TELL YOU THIS 7 
C6do month 
Cod© year 
99 Don't know 
Monthl_ 
Year 19l' 
121-22 
123-24 
( V 2 H ) 
(V215) 
Mth|_ 
Y t f 
147-
149-
Mth|_ 
Yrl" 
173-
175-
Mthl 
Yrl r 
J 1 2 -
114-
Mthl_ 
Yrl" 
138-
140-
Mth|_ 
Yrl" 
J 6 4 -
I 66-
053(b) SINCE THEN, HAVE YOU CONTINUALLY HAD THIS 
HEALTH PROBLEM 7 
1 Yea 
2 No 
9 Don't know 
125-25 (V216) I 151 I 177 I 116 I 142 I 168 
— > OH 
053 (cl SINCE FIRST GETTING YOUR HEALTH PROBLEM HAS IT 
GOT WORSE, STAYED THE SAME OR IMPROVED ? 
054 
1 Worao 
2 Stayed the same 
3 Improved 
8 Other 
9 Don't know 
126-26 (V217) I 152 I 178 I 117 I 143 I 169 
-> 057 
SINCE FIRST RECOVERING FROM THIS HEALTH PROBLEM, HAVE YOU 
HAD IT OCCUR AGAIN 7 
Yea 
No 
Don't know 
I 127-27 (V2ie) I 153 I 179 I lie 144 I 170 
-> 0J7 
3 
V) 
CTn 
\£> 
44 45 
OiS 
0S7 
HIGH ni.OOD 
PRESSURE OR 
CHOI.ESTEROI. 
HEART 
DISEASE, 
INCI.UDIHG 
A HEART 
ATTACK 
A MENTAL 
DISORDER, 
SUCH AS 
DEPRESSION 
OR ANXIETY 
A STOMACH 
OR D U O D E N A L 
ULCER 
ANY OTHER 
HEALTH 
PROni.EM (1< 
more than one 
tyfJO ti3 0 ft 
flup[)lomontflry 
quG3t1onna i ro) 
W H E N DID IT REOCCUR 7 
9 9 Don't know 
99 Don't Know 
99 Don't know 
HEALTH PROBLEM ? 
1 Yo3 
2 No 
9 Don't know > 0 5 7 
.^orae 
Stayed the same 
Improved 
Other 
9 Don't know 
1 Yoa — > Q52 
2 No 
MthI 154- MthI 1 80- Hthi 1 119- MthI _ | 4 5 - MthI 1 171-
Second time MonthI 
Year 19| 
t2B-29 
_ I 3 0 - 3 I 
(V219) 
(V220) 
Y> 1 _ | 5 6 - Yr| _ I 8 2 - I _ I 2 1 - 147- Yrl i _ n 3 -
MthI _ l 56- MthI _ i e 4 - MthI 1 123- MthI 149- M t h | _ l_ 175-
Third time MonthI 
Year 191 
~ I 3 2 - 3 3 
134-35 
(V221) 
(V222) 
Y r | _ 1 60- Y r | _ 186- Yr l_ I _ I 2 S - _ I 5 1 - Y r l _ i _ n 7 -
MthI 162- MthI _ i e e - MthI I _ I 2 7 - MthI 1 53- MthI 1 179-
Fourth time MonthI 
Year 19| 
~ l 3 6 - 3 7 
1 36-39 
(V223) 
(V224) 
_ I 6 4 - Yr| _ I 9 0 - Yr| I _ | 2 9 - Yr| _ | 5 5 - Yr 1 1 181-
!NG FROM THIS KIND OF 
1 r i l 4 0 - < 0 (V225) 
I ~ I 6 6 | ~ | 3 1 1 ~ I 5 7 1 l ~ l 63 
HEALTH PROBLEM HAS 
SAME OR IMPROVED 7 
1 (V226) 
l ~ l 67 1 1 llll32 1 ~ i 5 e 1 H I 9 4 
f hatlth condiciona ? 
1 ~ l 4 2 - 4 2 (V227) 
1 i H i e e 1 ~ I 9 4 1 ~ l 33 1 ~ I 5 9 1 ~ I 8 5 
•X3 
3 
n " rt) 
V) 
V I 
o 
46 4 7 
I 
I I I I I 
0^8 DO YOU CURBEHTI.Y SUFFER FROM ANY KIND OF PERSISTENT P M N 7 
1 Yea 
2 No 
9 Don't know 
(V22B) 
061(b) WHAT IS YOUR WEIGHT ? 
Spaclfy: 
1 weight in stone and pounds 
2 weight in kilograms 
9 Don't know 
061(c) DID YOUR WEIGHT CHANGE OVER THE LAST YEAR ? 
I 120-23 (V23i) 
0^9[a) DO YOU CURRENTLY TAKE ANY MEDICATION THAT YOU NEED A PRESCRIPTION 
FROM A DOCTOR, SUCH AS BLOOD PRESSURE TABLETS OR CORTISONE 7 
1 Yes 
2 No 
9 Don't know 
I 19-9 
-> 060 (t) 
(V229I 
1 Yes 
2 No 
9 Don't know 
061(d) DID YOU LOSE OR GAIN WEIGHT 7 
I 124-24 (V236) 
059 1b) PLEASE SPECIFY THE MEDICATION AND IF POSSIBLE WHAT IT IS USED FOR 7 
Fir3tl~l~|10-ll (V230) 
Second) ) 112-13 (V231) 
(leave boxes blank) 
060(a) DO YOU REGULARLY TAKE ANY OTHER KIND OF TABLETS, SUCH AS ASPIRIN OR 
PANADOL 7 
1 Lost weight 
2 Gained weight 
3 Gained then lost weight 
4 Lost then gained weight 
e Other 
9 Don't know 
061(e) WHAT WAS YOUR WEIGHT A YEAR AGO 7 
Specify: 
1 weight in atones and pounds 
I 125-25 (V237) 
2 weight in kilograms 
9 Don't know 
I ) 2 6 - 2 9 (V23e) 
1 Yes 
2 Ho 
9 Don't know -*-> OtfJ ta} 
I )14-14 (V232) 
062(a) DO YOU DEPEND ON ANYBODY TO HELP YOU DO NORMAL DAY TO DAY ACTIVITIES 
BECAUSE OF A HEALTH CONDITION 7 
OCO(b) WHICH ONE OF THESE TABLETS DO YOU TAKE 
(read the possible responses out) 7 
1 Headache pills or powders 
2 Pain killers 
3 Tranquillizers or nerve tablets 
4 Any kind of pep-pill 
e Other 
9 Don't know 
Of.l (a) THINKING NOW ABOUT YOUR P)1YSICAL DIMENSIONS, WHAT IS YOUR HEIGHT 7 
I 115-15 (V233) 
Specify: 
1 height in feet and inches 
2 height in centimetres 
9 Don't know 
I 116-19 (V234) 
1 Yes 
2 No ---> Of3(t) 
I 130-30 (V239) 
062(b) WOULD YOU SAY THAT YOU ARE TOTALLY DEPENDENT, MOSTLY DEPENDENT OR 
SOMEWHAT DEPENDENT ON THEM TO HELP YOU 7 
1 Totally dependent 
2 Mostly dependent 
3 Somewhat dependent 
9 Don't know 
062(c) FOR HOW MANY YEARS HAVE YOU BEEN NEEDING HELP 7 
Code number of completed years 
96 Less than one year 
99 Don't know 
I _ I 3 1 - 3 1 ( V 2 4 0 ) 
l_l 132-33 (V241) 
Si. 
to 
48 49 
06?(d) ARE YOU LIKELY TO BECOME LESS OR MORE DEPEMDEMT IN THE 
HEAR FUTURE ? 
063(g) RECENTLY HAVE YOU BEEN BREATHLESS OR HAD A POUNDING OF 
YOUR HEART ? 
1 Less dependent: 
2 About the same dependency 
3 More dependent 
9 D o n ' t know 
I 134-34 (V242) 1 Yea 
2 No 
9 D o n ' t know 
I 141-41 (V249) 
063 ( 1 1 ) ANOTHER ASPECT OF YOUR HEALTH IS YOUR FEELINGS AND EMOTIONS. 
THINKING ABOUT HOW YOU HAVE BEEN FEELING, WOULD YOU SAY THAT -
RECENTLY HAVE YOU BEEN ABLE TO CONCENTRATE ON WHATEVER YOU'RE 
BEEN DOING ? 
063(h) RECENTLY HAVE YOU BEEN FEELING UNHAPPY OR DEPRESSED 7 
1 Yen 
2 No 
9 D o n ' t know 
I 142-42 (V250) 
1 Yes 
2 No 
9 D o n ' t know 
063(b) RECENTLY HAVE YOU LOST A LOT OF SLEEP OVER WORRY 7 
I 135-35 (V243) 063(11 RECENTLY HAVE YOU FELT THAT YOU COULDN'T OVERCOME 
YOUR DIFFICULTIES 7 
1 Yes 
2 No 
9 Don ' t know 
I 143-43 (V251) 
1 Yes 
2 NO 
9 D o n ' t know 
063(C) RECENTLY HAVE YOU FELT THAT YOU ARE PLAYING A USEFUL PART 
IN THINGS ? 
I 136-36 (V244) 
063 ( j ) RECENTLY HAVE YOU BEEN LOSING CONFIDENCE IN YOURSELF 7 
1 Yes 
2 No 
9 D o n ' t know 
( 144-44 (V2S2) 
1 Yes 
2 No 
9 D o n ' t know 
I (3T-37 (V245) 
063(d) RECENTLY HAVE YOU FELT CONFUSED ABOUT ANY DECISIONS YOU HAVE 
NEEDED TO MAKE 7 
063(k) RECENTLY HAVE YOU BEEN THINKING OF YOURSELF AS A 
WORTHLESS PERSON 7 
1 Yes 
2 No 
9 Don ' t know 
1 145-45 (V253) 
1 Yes 
2 No 
9 D o n ' t know 
063(e) RECENTLY HAVE YOU FELT TIRED MOST OF THE TIME 7 
1 Yes 
2 No 
9 D o n ' t know 
0 C 3 ( f ) RECENTLY HAVE YOU FELT CONSTANTLY UNDER STRAIN 7 
1 Yes 
2 No 
9 Don ' t know 
I 138-38 (V246) 
I (39-39 (V247) 
I 140-40 (V24e) 
063(1) RECENTLY HAVE YOU BEEN ENJOYING YOUR NORMAL DAY TO DAY 
ACTIVITIES 7 
1 Yes 
2 No 
9 Don ' t know 
I 146-46 (V254) 
3 
tsj 
5 0 51 
I ^ I ^ I ^ I L i n o 
I I I I I 
Q 6 5 ( a ) S I N C E F I R S T G E T T I N G Y O U R O W N H O M E , H A V E Y O U E V E R G O N E B A C K F R O M 
O W N I N G T O R E N T I N G ? 
T H E r i N A t S E C T I O N 1 N 0 U I P E 5 A B O U T Y O U R H O U S I N G A N D I N C O M E . 
0 6 4 W H E N D I D Y O U F I R S T L E A V E Y O U R ( P A R E N T ' S / C H I L D H O O D ) H O M E T O 
L I V E I N D E P E N D E N T L Y I N Y O U R O W N H O U S E H O L D S O M E W H E R E E L S E ? 
C o d e m o n t h 
C o d e y e a r 
98 N e v e r l e f t h o m e 
9 9 D o n ' t k n o w 
M o n t h ) I i e - 9 ( V 2 5 5 ) 
Y e a r 1 9 1 I 1 1 0 - 1 1 ( V 2 5 6 ) 
-> 0671*) 
Y e s 
H o • 
0 6 5 ( b ) A R E Y O U R E N T I N G T H I S P L A C E ? 
1 Y 0 3 
2 N o 
9 D o n ' t k n o w 
I 1 1 7 - 1 7 ( V 2 6 1 ) 
I I i e - 1 8 ( V 2 6 2 ) 
0 6 « ( b l H A V E Y O U E V E R O W N E D O R D E E N P A Y I N G O F F Y O U R O W N H O M E 
I N A U S T R A L I A 7 
Y e s 
N o 
I 1 1 2 - 1 2 ( V 2 5 7 ) 
0 6 4 ( c ) W H Y W O U L D Y O U S A Y Y O U H A V E N E V E R B O U G H T A H O M E O F Y O U R O W N ? 
1 N e v e r w a n t e d t o b u y 
2 N e v e r h a d t h e d e p o s i t 
3 C o u l d n ' t m a n a g e t h e r e p a / m a n t s / c o u l d n ' t a f f o r d It 
4 N e v e r n e e d e d t o / h o u s e g o e s w i t h j o b 
5 M o v e d a r o u n d t o o m u c h / d i d n ' t f e e l s e t t l e d 
6 D i d n ' t w a n t t o b e in d e b t 
7 C u r r e n t l y b u i I d i n g / b u y i n g / o n w a i t i n g l i s t 
e O t h e r 
9 D o n ' t k n o w 
I ( 1 3 - 1 3 ( V 2 5 8 ) 
0 6 5 ( C ) W H O A R E Y O U R E N T I N G F R O M 7 
1 P r i v a t e l a n d l o r d / e s t a t e a g e n t 
2 G o v e r n m e n t h o u s i n g c o m m i s s i o n / H o u s i n g t r u s t 
3 E m p l o y e r 
4 R e l a t i v e 
5 F r i e n d 
6 A n o t h e r h o u s e h o l d m e m b e r 
7 D o n o t p a y r e n t 
8 O t h e r 
9 D o n ' t k n o w 
0 6 6 ( a ) I N W H I C H Y E A R D I D Y O U M O V E I N T O T H E P L A C E W H E R E Y O U A R E 
L I V I N G N O W 7 
I ( 1 9 - 1 9 ( V 2 6 3 ) 
C o d e y e a r 
99 D o n ' t k n o w 
Y e a r 19( ( ( 2 0 - 2 1 ( V 2 6 4 I 
0 6 4 (d) W((0 D O Y O U R E N T T H I S P L A C E F R O M 7 
1 P r i v a t e l a n d l o r d / e s t a t e a g e n t 
2 G o v e r n m e n t h o u s i n g c o m m i s s i o n / H o u s i n g t r u s t 
3 E m p l o y e r 
4 R e l a t i v e 
5 F r i e n d 
6 A n o t h e r h o u s e h o l d m e m b e r 
7 D o n o t p a y r e n t 
e O t h e r 
9 D o n ' t k n o w 
0 6 4 ( u ) IN W H I C H Y E A R D I D Y O U M O V E I N T O T H E P L A C E W H E R E Y O U 
A R E L I V I N G N O W 7 
( ( 1 4 - 1 4 ( V 2 5 9 ) 
C o d e y e a r 
9 9 D o n ' t k n o w 
Y e a r 19( ( ( 1 5 - 1 6 (V2e0) 
- > 0tf7f«) 
0 6 6 ( b ) D O Y O U O W N O R H A V E A P A R T S H A R E IN A N Y O T H E R D W E L L I N G S ( B E S I D E S 
T H E O N E Y O U L I V E IN) 7 
1 Y e s 
2 N o 
9 D o n ' t k n o w 
( ( 2 2 - 2 2 ( V 2 6 5 ) 
Q 6 7 ( a ) N O W T H I N K I N G O F Y O U R I N C O M E , D O Y O U R E C E I V E A N Y G O V E R N M E N T 
C A S H B E N E F I T S , S U C H A S A V E T E R A N ' S P E N S I O N O R S I C K N E S S B E N E F I T 
( A P A R T F R O M F A M I L Y A L L O W A N C E ) 7 
1 Y e s 
2 N o — > 
( ( 2 3 - 2 3 ( V 2 6 6 ) 
rft 
3 
a . 
V I 
w 
52 53 
067 (bl WHICH GOVERIIMENT BENEFITS DO YOU RECEIVE ? 
1 Age pension 
2 Invalid pension 
3 Widow's pension or supporting parent's pension 
4 Unemploymont Aonefit 
5 Sickness benefit 
6 Veteran's pension 
8 Other 
9 Don't know 
First I. 
Second I 
J24-24 
125-25 
(V267) 
(v26e) 
070(b) WHAT ARE THEY 7 
Superannuation 
Interest/investment 
Parents 
Children 
Alimony/former spouse 
Other 
9 Don't know/refusal 
FirstI 138-38 (V275) 
Secondl 139-39 (V276) 
067(c) HOW LONG HAVE YOU BEEN RECEIVING (IT/THE FIRST ONE) 7 
Code number of completed years 
98 Less than one year 
99 Don't know 
I I 126-27 (V269) 
070(c) HOW MUCH DO YOU RECEIVE PER YEAR 7 
Specify : S 
888688 Refusal 
999999 Don't know 
I I I I MO-45 (V277) 
068 ? chart Irespondent) is the respondent wording ? 
i> oyO(m) 
1 Yes 
2 No 
I 128-28 (V270) 
070(d) IS THAT BEFORE OR AFTER INCOME TAX 7 
1 Before tax 
2 After tax 
9 Don't know 
I 146-46 (V278) 
069(a) IH YOUR (PRESENT/MAIN) JOB, HOW MUCH DO YOU EARN 7 
Specify : $ I~|ZIIII|~'ZIIZI'29-34 (V271) 
866888 Ref 
999999 Don 
usal 1 
't k n o w j — > Q70(m) 
071 ? Chart iapouso) is the respondent currentJy married or living 
in a relationship ? 
1 Yes 
2 No — > Ql((a) 
I (47-47 (V279) 
069(b) IS THAT PER WEEK, PER FORTNIGHT, PER MONTH OR PER YEAR 7 
1 Per week 
2 Per fortnight 
3 Per month 
4 Per year 
8 Other 
072 (a) 
9 Don't know 
( 135-35 (V272) 
DOES YOUR SPOUSE RECEIVE ANY GOVEBUMENT CASH BENEFITS, 
SUCH AS A VETERAN'S PENSION OR SICKNESS BENEFIT 
(APART FROM FAMILY ALLOWANCE) 7 
1 Yes 
2 No "«=-> Q13 
072(b) WHICH GOVERNMENT BENEFITS DOES HE RECEIVE 7 
I 148-48 (V280) 
069(c) IS THAT BEFORE OR AFTER INCOME TAX 7 
1 Before tax 
2 After tax 
9 Don't know 
070(a) DO YOU HAVE ANY OTHER MAJOR SOURCES OF INCOME 7 
I (36-36 (V273) 
1 Age pension 
2 Invalid pension 
3 Widow's pension or supporting parent's pension 
4 Unemployment benefit 
5 Sickness benefit 
6 Veteran's pension 
8 Other 
9 Don't know 
First l_ 
Second) 
149-49 
150-50 
(V281) 
(V282) 
- a 
re a 
R V) 
1 Yes 
2 No — > 071 
137-37 (V274) 
54 55 
072(cl HOW LOMG HAS HE BEEN RECEIVING (IT/TME FIRST ONE) 7 
Code number of completed yeaca 
96 Leas than one year 
99 Don't know 
? chart(spousej ia the respondent's spouse working ? 
•> Qy5<*) 
I I 151-52 (V283) 
075(C) HOW MUCH DOES HE RECEIVE PER YEAR 7 
Specify : 5 
1 Yea 
2 No 
I 153-53 (V2e4) 
071(a) IN YOUR SPOUSE'S (PRESENT/MAIN) JOB, HOW MUCH DOES HE EARN 7 
Specify : S I I I 1 I I 154-59 (V2B5) 
6 86686 Re( 
999999 Don 
uaal 1 
't linowj"—> 
IS THAT PER WEEK, PER FORTNIGHT, PER MONTH OR PER YEAR 7 
Per wee)( 
Per fortnight 
Par month 
Per year 
Other 
Don't )tnow 
160-60 (V286) 
IS THAT BEFORE OR AFTER INCOME TAX 7 
Before tax 
After tax 
Don't )tnow 
I 161-61 (V287) 
Q7b(a) DOES HE HAVE ANY OTHER MAJOR SOURCES OF INCOME 7 
1 Yea 
2 No 
I 162-62 (V288) 
I I I I I I 165-70 (V291) 
688668 Refusal 
999999 Don't )tnow -> 07Slt) 
075(d) IS THAT BEFORE OR AFTER INCOME TAX 7 
1 Before tax 
2 After tax 
9 Don't )cnow 
I 171-71 (V292) 
076(a) WOULD YOU SAY THAT, FINANCIALLY, YOU ARE NOW BETTER OFF, ABOUT 
THE SAME OR WORSE OFF THAN YOU WERE FIVE YEARS AGO 7 
1 Better off 
2 Worse off — > QTttc) 
3 Much the same 
9 Don't know « — > 077 
076(b) WHAT SORT OF CHANGES TO YOUR LIVE HAVE MADE YOU BETTER OFF 7 
I 172-72 (V293) 
01 Have begun to work 
02 Have got a better paying job 
11 Husband is now working 
12 Husband has a better paying job 
21 Have learnt to economize 
22 Received inheritance, gift or becpjeat 
23 Saved in earlier years/made good investments 
31 Paid off house 
32 Became free of other debts, eg. hire purchase 
33 Bought a house, no longer paying rent 
41 Got married 
42 No child-care costs 
43 Children's financial needs have decreased 
68 Other 
99 Don't know 
FirstI I 173-74 (V294 ) 
Second! I 175-76 (V295) 
— > 077 
075(b) WHAT ARE THEY 7 
1 Superannuation 
2 Interest/investment 
3 Parents 
4 Children 
5 Alimony/former spouae 
8 Other 
Fitstl_l63-63 (V289) 
Second! 164-64 (V290) 
Don't know/refusal 
ni 
Si. 
R V) 
VI 
Ol 
S6 57 
076(c) WHAT SORT or CHAMGF.S TO YOUR LIFE HAVE MADE YOU WORSE OFF ? 
on 
01 Have stopped work 
02 Have got a lower paying job 
11 Husband haa stopped working 
12 Husband has a lower paying job 
21 Find to hard to economize 
31 Started buying a house 
32 Have other debts* eg. hire purchase 
41 Marriage breakdown 
42 Death of husband 
43 Birth ot first child 
44 Child-care costs 
45 Children's financial needs 
46 Illness/medical expenses 
51 inflation 
52 Interest rates 
53 Cost of living 
88 Other 
99 Don't know 
if a telephone interview asJt, WHAT IS THE TYPE OF DWELLING 
YOU LIVE IN ? (if a face to (ace interview complete 
after interview) 
FirstI I m - i e (V296) 
Secondl I 179-80 (V297) 
INTlRVIEVfER'S REPORT 
TO BE FILLED OUT CAREFULLY AS SOON AS POSSIBLE AFTER THE INTERVIEW 
079(a) DAY OF INTERVIEW 7 
Coda day Day I 8 3 - 6 4 (V300) 
079(b) MONTH OF INTERVIEW 7 
Code Month MonthI I 185-86 (V301) 
080(a) APART FROM YOURSELF AND RESPONDENT, WHO ELSE WAS PRESENT 
DURING THE INTERVIEW 7 
1 Husband 
2 Child(ren) 
3 Other household member(s) 
4 Visitor(s) 
5 Telephone interview 
8 Other 
9 No other person 
I 187-87 (V302) 
1 House/townhouse 
2 Flat/unit 
8 Other 
I 161-81 (V298) 080(b) HOW DID THIS AFFECT THE INTERVIEW 7 
I I 188-89 (V303) 
07 8 THANK YOU VERY MUCH FOR TALKING TO ME AND TAKING 
PART IN THE STUDY. WOULD IT BE ALRIGHT IF MY 
SUPERVISOR PHONED YOU TO CHECK BACK IF NECESSARY ? 
1 Yes 
2 No 
9 Don't know 
Rmcord the atop time I t I I I 
OBI(a) HOW WOULD YOU RATE THE RESPONDENT'S ENGLISH LANGUAGE PROFICIENCY 7 
I 182-82 (V299) 
•port inrnediaealy after the intarvieir 
I 190-90 (V304) 1 Excellent 
2 Good 
3 Fair 
4 Poor 
081(b) WHAT WAS YOUR IMPRESSION OF THE GENERAL ACCURACY OF THE INTERVIEW 7 
1 Very accurate |~I91-91 (V305) 
2 Fairly accurate 
3 Somewhat inaccurate 
4 Very inaccurate 
Plmmsa turn tb» ptga 
3 
Si . 
v> 
VI 
ON 
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3.B Other documentation associated with the Sydney Follow-up 
Study 
6th July 1990 
Dear Mrs 
In June 1986 you participated in a national survey conducted by the 
Australian Family Project of The Australian National University. Your involvement 
has provided us with valuable information about the recent social change in Australia. 
You may have heard or read about some of our findings that were presented on radio 
and in newspaper articles. I have attached a brief description of some key findings 
that you may like to read. 
After your interview you kindly agreed to allow us to speak to you again. We are 
using some of the data collected in 1986 to look at how economic and social pressures 
in the home and workplace can effect our health and well-being; and to get more 
information we are very keen to talk to you about your opinions and your experiences 
since we spoke to you last. 
We will be contacting you in the very near future to ask you to participate in a short 
interview at a time convenient to you. All information given will be treated as highly 
confidential and will be used only in this research. The results produced v/ill in no 
way refer to particular individuals. If you have any questions please ring me on 
(06) 2490721 during business hours and I will ring you to answer your questions. 
Yours sincere} 
U 
Bruce Shadbolt 
Principal researcher 
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THE AUSTRALIAN FAMILY PROJECT 
In 1986 and 1987 the Australian Family Project interviewed a national sample of 
women and men aged 20 to 59 years living in Australia. In the sample, 2550 women 
and 2200 men agreed to participate. The large number taking part coupled wi± high 
quality information made the survey extremely successful. 
Unlike the census, information collected in this survey is based on peoples' life 
histories. As a result, the survey has been crucial in helping us understand the reasons 
for the social changes that have occurred in Australia over the last thirty years. In 
addition, the fmdings are useful when decisions have to be made about the types of 
supports that Australian families require in this time of social change. Your 
participation in the survey indirectiy gave you a chance to voice your needs to the 
Australian government. Some of our fmdings so far are summarized below. 
* With fewer children being bom, fewer people marrying, more couples divorcing 
and more de facto unions, Australian households have shrunk in size. For instance, 
average household size was 3.5 persons in 1966, 3.3 in 1976 and 2.9 in 1986. 
* Young people today are leaving their parents' home at an earlier age than ten or 
twenty years ago, with a greater percentage leaving to be independent or live in a 
de facto union. As a result, three t\'pes of households have become more common: 
the group house; the single person household; and the de facto union. 
* More young people today are going back to Uve with ±eir parents, although it may 
only be for a short period. Furthermore, the percentage returning because they 
could not afford to pay rent or live in their own house has substantially risen. 
* Overall, people are spending less time living with a spouse and/or children than ten 
or twenty years ago. The usual family of couple and children, however, is still the 
norm. Similarly, despite tiieir increasing number, the childless couple and the 
single mother will not become t\-pical families in the future. Rather, the picture for 
the 1990s is one of increasing diversity, wi± people more likely to live in a greater 
variety of different types of households during their life-times. 
* The decline in the popularity of marriage seems to be related to the increasing 
levels of unemployment among the young; both women and men prefer to marr}' 
someone who is working. 
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* Three-quaners of women in the study have used the pill to prevent having children. 
More than one in three women in their forties has had her mbes tied and over one 
in ten husbands has had a vasectomy. 
* Some of the consequences of these changes are that women have fewer children 
and at an older age. These circumstances have made long-term employment 
outside the home more practical for women; and some women have organized their 
family lives to allow them to stay in employment. Such a situation, however, can 
create tension between work and family once women are married with young 
children. It is expected that without more supports for working mothers Australian 
families will continue to reduce in size. 
Enclosed is a list of papers produced by the Australian Family Project. If you would 
like to request a copy of any of these or future papers you can write to: 
Bruce Shadbolt, 
National Centre for Epidemiology and Population Health, 
The Australian National University, 
GPO Box 4, Canbeira, ACT 2601. 
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AUSTRALIAN FAMILY PROJECT 
WORKING PAPERS 
No. 1 M.D. Bracher 
"The Australian Family Project" 
Journal of the Australian Population Association 
4(2), 1987. 106-122. 
No. 2 Gordon A. Carmichael 
"Administering the Self-Completion Questionnaire for Males". 
No. 3 J.C. Caldwell. Pat Caldwell. M.D. Bracher and Gigi Santow 
'The Contemporary Marriage and Fertility- Revolutions in 
the West" 
Journal of the Australian Population Association 
5(2). 1988. 113-145. 
No. 4 Gigi Santow and Michael Bracher 
'Do Gravidity and Age Affect Pregnancy Outcome?" 
Social Biology 36{1-2], 1989. 
No. 5 Gigi Santow. Michael Bracher and Nicholas Guoth 
"Household composition in Australia". 
No. 6 Michael Bracher and Gigi Santow 
"Changing family composition from Australian life-history 
data". 
No. 7 Michael Bracher 
"A reconsideration of first marriage trends in Australia". 
No. 8 Gordon A Carmichael 
"Marriage and informal cohabitation among cohorts of Australian males: evidence 
from multistate life tables". 
No. 9 Gigi Santow 
"E^mploy-ment and family in the lives of Australian women". 
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THE AUSTRALIAN NATIONAL UNIVERSITY 
CALL SHEET 
Interviewer I.D 
Respondent I.D 
Name: ., 
Address: 
Telephone: . 
Appointment: 
Day: 
Time: 
Outcome: 
1 
2 
3 
4 
5 
6 
Fully responding 
Partially responding 
Full refusal 
Non-contact 
Death/illness 
Foreign Language problem 
1st call 1 2nd call 
I 
I 3rd call I 4th call 
2nd 
Appointment: 
Day: 
Time 
4th 
Appointment: 
Day: 
Time 
3rd 
Appointment 
Day: . 
Time: 
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HIERARCHIAL SEARCH PROCEDURES FOR NON-CONTACTS 
RESPONDENT 
ID 
1986 ADDRESS 
TELEPHONE NO : 
DATE OF BIRTH: CURRENT AGE 
TELEPHONE NO (1990) NO 
ALTERNATE CONTACT/OTHER RESPONDENTS 
1 result 
2 result 
NO 
NO 
PEOPLE IN STREET 
result NO 
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TO WHOM IT MAY CONCERN 
The undersigned, Mr Bruce Shadbolt, is an au±orised representative of The 
Australian National University working on a survey for the National Centre for 
Epidemiology and Population Health between March and July 1990. Information 
collected for the Centre will be used at The Australian National University for 
research purposes only. 
Professor R.M. Dou^as 
Director 
N A T I O N A L C E N T R E F O R EriDEMiOLOCv A N D P O R U L A T I O N H E A L T H 
T H E A U S T R A U A N N A T I O N A L UMVERSiTv G P O Box 4, Canberra ACT Australia 2501 Telephone 062 49 2378 Fax 062 -19 0740 
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3.C Hierarchical search method of Sydney Follow-up respondents 
FIRST LEVEL SEARCH - To obtain new address or name:-
(a) Phone people resident in old address 
(b) Phone people at alternate contact 
(c) Phone other respondents who were in same household but now 
moved 
The remaining options also apply to the alternate contact 
(d) Visit people in old address 
(e) Visit neighbours near old address 
(f) Inquire at local real estate agents 
(g) Inquire at post office (may only redirect and not give new address) 
(h) Inquire at city council (only useful if you do not have 
name and he/she was an owner or you query who owns the property) 
(i) Inquire at place of employment (only useful if name known) 
(j) Inquire through employment registers (only useful if name known) 
e.g. Police register, nurse register 
SECOND LEVEL SEARCH - Once surname of either respondent or alternate 
contact is known:-
(a) Use 1986 electoral roll to obtain a full and correct name and other 
household members' names 
(b) Use most current electoral roll to obtain new address 
THIRD LEVEL SEARCH - Once a name and address have been found for either 
respondent, alternate contact or other household members:-
(a) Search telephone directory 
(b) Write to the address (if name not listed in telephone book) 
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3.D Australian Family Project weights for metropolitan women 
Mean 1.049 Std err .008 Median .956 
Mode .739 Std dev .336 Variance .113 
Kurtosis 7.094 S E Kurt .119 Skewness 2.329 
S E Skew .060 Range 2.554 Minimum .739 
Maximum 3.293 Sum 1760.396 
Cases 1678 
Approximate inefficiency 
of the weighted sample = 1 - 1760^/(1678''2036) = 0.09 or 9% 
3.E Sydney Follow-up Study weights 
Mean 1.236 Std err .024 Median 1.161 
Mode 1.184 Std dev .406 Variance .165 
Kurtosis 3.685 S E Kurt .285 Skewness 1.720 
S E Skew 143 Range 2.340 Minimum .739 
Maximum 3.079 Sum 359.532 
Cases 291 
Approximate inefficiency 
of the weighted sample = 1 - 360^/(29^492) = 0.09 or 9% 
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3.F A comparison of selected demographic characteristics between the 
1986-87 Sydney Australian Family Project data and the Sydney 
Follow-up datal 
Age (yrs) 20-29 30-39 40-49 50-59 Total 
AFP 33 32 22 13 100% 
Follow-up 30 33 21 16 100% 
B i r t h p l a c e Austral ia U.K./U.S.A./N.Z E u r o p e A s i a / P a c i f i c Total 
AFP 63 14 10 12 100% 
Follow-up 66 14 11 9 100% 
Educat ion < Intermediate Intermediate to D i p l o m a / d e g r e e Total 
leaving 
AFP 21 58 21 100% 
Follow-up 18 58 24 100% 
Marital status M a r r i e d De facto union Sep./Div./Wid. Never married Total 
AFP 68 7 15 10 100% 
Follow-up 71 7 15 8 100% 
No of children N o n e 1 2 3 4+ Total 
AFP 29 14 27 22 8 100% 
Follow-up 28 12 28 23 9 100% 
Household Alone Spouse Child Spouse+ Other Spouse+ Spouse+ Total 
composition only child other c h d + o t h 
AFP 4 18 8 51 13 2 5 100% 
Follow-up 4 17 5 54 13 1 5 100% 
Employment status Not working Part-time Full-time Total 
AFP 41 23 36 100% 
Follow-up 40 24 36 100% 
Occupational status^ Group 1 Group 2 Group 3 Total 
AFP 23 53 24 100% 
Follow-up 23 56 21 100% 
Income (per <$200 S200-$249 $250-$299 $300-$349 > $ 3 5 0 Total 
week after 
tax) 
AFP 27 18 16 22 17 100% 
FoUow-up 26 16 17 22 19 100% 
Age first left Never left <20 20-29 >30 Total 
home 
AFP 6 48 44 2 100% 
Follow-up 8 42 48 2 100% 
(Continued) 
Appendices 187 
(Continued) 
No. of migratory None 1 2 3+ Total 
moves 
AFP 71 11 8 10 100% 
Follow-up 70 10 9 10 100% 
Home ownership Renting Not renting Total 
AFP 31 69 100% 
Follow-up 23 77 100% 
Self-rated Excellent Good Fair Poor Total 
health 
AFP 34 49 15 2 100% 
Follow-up 35 50 13 2 100% 
1 AFP - the Australian Family Project survey's Sydney respondents (n=441) 
Follow-up - the Sydney follow-up data (n=291). 
2 Occupational groups included tradespersons, machine operators and labourers in 
group 1; managers/administrators, professionals, para-professionals and personal 
workers in group 2; and clerks in group 3. 
Appendices 188 
3.G A comparison of selected demographic characteristics between 
the Sydney Follow-up data and the 1986 Sydney Census 
Population^ 
AGE GROUPS (yrs) Category 
20-29 30-39 40-49 50-59 Total N per cent 
AGE 
Census 31.4 29.5 21.8 17.3 100% 817154 100% 
FoUow-up 29.9 33.3 20.6 162 100% 291 100% 
BIRTHPLACE 
Australia 
Census 34.6 27.9 20.1 17.4 100% 528437 64.7% 
Follow-up 32.6 33.2 16.6 17.6 100% 193 66.3% 
Overseas 
Census 25.6 32.4 24.9 17.1 100% 288717 35.3% 
FoUow-up 24.5 33.7 28.6 132 100% 98 33.7% 
MARITAL STATUS 
Married 
Census 21.3 33.5 25.8 19.4 100% 528386 64.7% 
Follow-up 19.4 38.3 24.8 17.5 100% 206 70.8% 
Sep./Div./Wid. 
Census 13.3 30.2 28.1 28.4 100% 108721 13.3% 
Follow-up 10.3 31.0 24.1 34.5 100% 29 10.0% 
Never married 
Census 722 17.3 6.2 4.3 100% 180047 22.0% 
Follow-up 78.6 16.1 3.6 1.8 100% 56 192% 
AGE GROUPS(yrs) 
EMPLOYMENT 
STATUS 20-34 35-54 
Employed 
Census^ 52.1 47.9 100% 447791 61.7% 
Follow-up 51.2 48.8 100% 164 61.7% 
Not employed 
Census2 48.0 52.0 100% 277854 38.3% 
follow-up 52.0 48.0 100% 102 38.3% 
1 The Sydney Census population contained women aged 20 to 59 years. 
2 The category of 'not stated' was excluded from the analyses. 
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3.H A comparison of selected demographic characteristics between 
the Sydney Follow-up data and the One Per Cent Sample of the 
1986 Census of metropolitan areas 1 
20-29 30-39 40-49 50-59 Total N Per cent 
AGE 
Census 30.7 29.7 21.9 17.7 100% 26134 100% 
Follow-up 29.9 33.3 20.6 162 100% 291 100% 
MARITAL STATUS 
Married 
Census 21.0 33.5 25.7 19.9 100% 17475 66.9% 
Follow-up 19.4 38.3 24.8 17.5 100% 206 70.8% 
Never married 
Census 752 15.8 5 2 3.8 100% 5195 19.8% 
Follow-up 78.6 16.1 3.6 1.8 100% 56 192% 
Sep./Div./Wid. 
Census 13.5 31.6 27.7 27.2 100% 3464 13.3% 
Follow-up 10.3 31.0 24.1 34.5 100% 29 10.0% 
NUMBER OF LIVE BIRTHS 
None 
Census 66.3 192 7.7 6.8 100% 6843 28.5% 
Follow-up 65.5 23.0 6.9 4.6 100% 87 29.9% 
One or two 
Census 22.8 37.7 23.9 15.6 100% 9860 41.1% 
FoUow-up 21.9 342 28.1 15.8 100% 114 392% 
Three or more 
Census 5.7 30.3 332 30.8 100% 7312 30.4% 
Follow-up 5.6 422 24.4 27.8 100% 90 30.9% 
EMPLOYMENT STATUS 
Employed 
Census 34.9 29.8 23.5 11.8 100% 14831 58.1% 
Follow-up 322 32.8 23.6 11.5 100% 174 59.8% 
Not employed 
Census 24.9 29.7 19.7 25.7 100% 10692 41.9% 
Follow-up 26.5 342 16.2 23.1 100% 117 402% 
1 The One per cent 1986 Census contained women aged 20 to 59 years living in 
metropolitan Australia. 
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Appendices to Chapter Four 
4.A Demographic comparison of characteristics of women 
enumerated in the 1971 Census and reconstructed from the 
1986-87 Australian Family Project (AFP) Survey 
Demographic 
characteristics in 
1971 by Sample* 
15-19 
Age (yrs) in Jime 1971 
20-24 25-34 35-44 
Total % N Category % 
Age: 
Census 20.4 20.2 31.6 27.8 100 2661315 100 
AFP 22.0 21.0 32.7 24.3 100 1649 100 
Marital status: 
married 
Census 2.7 19.0 41.3 37.0 100 1756954 66.0 
AFP 3.1 20.6 43.3 33.0 100 1084 65.7 
unmarried 
Census 54.8 22.6 12.7 9.9 100 904361 34.0 
AFP 58.2 21.9 12.4 7.4 100 565 34.3 
Employment status: 
employed 
Census 22.2 25.2 26.2 26.4 100 1221329 45.9 
AFP 23.2 26.1 27.9 22.9 100 833 50.5 
not employed 
Census 18.8 16.1 36.2 28.9 100 1439986 54.1 
AFP 20.8 15.9 37.6 25.6 100 816 49.5 
* Women who migrated to Australia after June 1971 were excluded from the Australian Family Project data 
(n=163). A further 735 respondents were younger than 15 years in June 1971. 
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4.B Percentage distribution of early-adulthood social-role careers 
within two cohorts for the Australian Family Project Sample (AFP) 
and the Follow-up Sample 
Cohort 
Social-role participation for 5 or more years 
1946-56 
AFP Follow-up 
1926-46 
AFP Follow-up 
in 20s (n=553) (n=97) (n=623) (n=107) 
Employed, married with children 10.3 6.7 7.6 9.2 
Not employed, married with children 28.0 23.9 38.3 31.9 
Employed, married and childless 18.9 22.2 7.8 7.0 
Single with children 2.2 - 1.2 -
Employed, single and childless 19.5 23.9 19.4 20.2 
Varied role combinations 
mostly employed and mostly with children 5.7 9.2 5.4 11.6 
mostly employed and mostly childless 11.1 13.3 12.9 10.3 
mostly not employed 4.4 0.8 7.4 9.8 
Total % 100.0 100.0 100.0 100.0 
4.C Average number of years in selected social roles between the ages 20 and 29 years wittiin the 
constructed social-roIe groups for the Australian Family Project (AFP) and Follow-up samples, 
birth cohort 1946-56 
Constructed social-role 
groups between ages 
20 and 29 years 
Years spent within selected social roles between the ages 20 and 29 years 
Employed 
AFP Follow-up 
Mean S.D. Mean S.D. 
Full-time employed 
AFP Follow-up 
Mean S.D. Mean S.D. 
Married 
AI'T Follow-up 
Mean S.D. Mean S.D. 
No. of respondents 
AI'T Follow-up 
Mostly employed, 8.4 1.5 8.4 1.0 4.8 3.8 2.9 2.7 9.0 1.7 8.9 0.9 58 6 
married, children 
Mostly not employed, 2.1 1.6 2.3 1.8 1.5 1.6 1.6 1.6 8.9 1.9 9.1 1.4 159 24 
married, children 
Mostly employed, 8.8 1.3 8.9 1.2 7.8 2.2 7.2 3.1 7.5 2.3 8.1 1.6 105 21 
married, childless 
Mostly single with 5.2 4.0 - - 3.2 3.1 - - 2.7 1.4 - - 12 -
children 
Mostly employed, 9.3 1.0 9.2 0.8 8.4 2.1 8.0 2.4 1.4 1.7 1.0 1.4 99 22 
single, childless 
Varied roles (total) 6.3 2.1 7.2 1.5 4.8 2.2 5.4 2.0 6.6 2.5 6.8 2.1 120 24 
sub-groups:-
mostly employed and 6.7 1.2 6.5 1.2 4.7 1.8 5.3 2.1 7.5 2.0 7.2 2.2 32 9 
mostly with children 
mostly employed and 7.2 1.4 7.7 1.6 5.7 1.8 5.4 2.0 5.9 2.6 6.5 2.0 63 14 
mostly childless 
mostly not employed 3.2 1.6 + + 2.6 1.7 + + 7.2 2.7 + + 25 1 
+ Too few cases to produce a reliable estimate. 
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4.D Average number of years in selected social roles between the ages 20 and 29 years within the 
constructed social-role groups for the Australian Family Project (AFP) and Follow-up samples, 
birth cohort 1926-46 
Constructed social-role Years spent in selected social roles between ages 20 and 29 years 
groups between ages Employed Ful l - t ime employed Married No. of respondents 
20 and 29 years A F P Fol low-up AFP Follow--up AFP Follow-- u p A F P Fol low-ui 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
Mostly employed, 8.8 1.4 9.4 0.9 7.1 3.2 9.4 0.9 8.6 2.1 7.0 3.2 47 10 
married, children 
Mostly not employed, 1.8 1.4 1.8 1.5 1.6 1.4 1.7 1.5 9.0 1.1 9.1 1.0 247 35 
married, children 
Mostly employed, 8.9 1.4 9.4 1.1 8.2 1.8 9.4 1.1 7.7 1.8 8.0 2.5 44 7 
married, childless 
Mostly single with 5.6 4.3 - - 5.0 4.7 - - 1.9 1.8 - - 9 -
children 
Mostly employed. 8.8 1.5 8.8 1.6 8.2 2.1 7.7 2.4 1.6 1.9 1.2 1.9 124 24 
single, childless 
Varied roles (total) 6.1 1.8 5.9 1.4 5.2 2.2 4.7 1.8 7.0 1.9 7.1 1.7 152 31 
s u b - g r o u p s : -
mostly employed and 6.2 0.9 6.2 0.7 5.1 1.8 4.8 1.7 7.7 1.8 7.3 1.8 30 12 
mostly with children 
mostly employed and 7.0 1.5 6.5 1.5 6.2 1.9 5.2 1.7 6.5 1.8 7.1 2.0 78 10 
mostly childless 
mostly not employed 4.2 1.1 4.3 0.7 3.3 1.8 3.7 1.9 7.3 1.9 6.6 1.2 44 9 
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4.E Average number of years in selected social roles between the ages 30 and 39 years 
within the constructed social-role groups for the Australian Family Project (AFP) 
and Follow-up samples, birth cohort 1926-46 
Constructed social-role Years spent within selected social roles between the ages 30 and 39 years 
groups between ages Hmployed Full- t ime employed Married 
20 and 29 years AFP Fol low-- u p AFP Follow--up A I T Follow-- u p 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
Mostly employed, 8.7 2.5 9.4 0.9 6.8 4.1 9.2 0.9 8.7 2.5 9.5 1.0 
married, children 
Mostly not employed. 3.7 3.8 4.9 3.7 2.1 3.3 3.1 3.8 9.6 1.6 9.5 1.6 
married, children 
Mostly employed. 5.1 4.0 8.6 2,4 3.6 4.1 7.9 3.1 9.0 2.6 9.8 0.6 
married, childless 
Mostly single with 5.7 4.6 - - 4.6 4.7 - - 4.4 4.9 - -
children 
Mostly employed, 6.0 3.9 6.5 3.9 4.3 4.1 5.1 4.4 6.9 4.0 6.6 3.8 
single, childless 
Varied roles (total) 4.9 3.6 4.4 3.5 2.2 3.3 1.9 3.2 9.3 1.9 9.2 2.0 
s u b - g r o u p s : -
mostly employed and 6.8 3.0 6.3 3.4 4.4 3.9 4.2 3.9 8.6 2.9 8.8 2.3 
mostly with children 
mostly employed and 4.1 3.7 2.6 2.6 1.8 3.1 0.5 1.5 9.4 1.7 9.3 2.1 
mostly childless 
mostly not employed 4.9 3.4 3.8 3.6 1.2 2.5 0.1 0.4 9.8 0.9 10 0.0 
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4.F Average number of years in selected social roles between the ages 40 and 49 years within the constructed 
social-role groups for the Australian Family Project (AFP) and Follow-up samples, birth cohort 1926-36 
Constnicted social-role Years spent within selected social roles between the ages 40 and 49 years 
groups between ages Employed Full- t ime employed Married No. of respondents 
20 and 29 years AFP Follow--up AFP Follow-- u p A F P Follow-- u p A F P Fo l low-u | 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
Mostly employed. 8.1 3.1 8.1 3.0 6.5 4.4 6.9 4.9 8.3 3.3 9.2 1.7 12 3 
married, children 
Mostly not employed. 4.7 4.3 6.3 4.5 3.2 4.2 4.8 4,6 9.1 2.5 9.4 2.2 122 14 
married, children 
Mostly employed. 7.4 4.1 9.2 1.1 4.7 5.0 5.7 5.0 7,0 4.4 9.0 1.7 17 5 
married, childless 
Mostly single with 7.9 2.6 - - 7.2 2.7 - - 5.2 5.3 - - 5 -
children 
Mostly employed. 5.9 4.2 5.9 4.0 3.4 4.3 3.4 4,6 8.3 3.7 7,8 4.1 48 10 
single, childless 
Varied roles (total) 6.7 3.8 7.8 3.1 3.1 4.2 4.2 4.6 8.8 2.8 8,9 2.3 59 15 
s u b - g r o u p s : -
mostly employed and 8.2 2.6 10.0 0.0 6.8 4.3 10.0 0.0 6.4 3.7 6,4 3.4 6 3 
mostly with children 
mostly employed and 7.2 3.8 8.2 2.7 2,9 4.2 1.7 3.5 9.0 2.8 9,7 1.0 31 6 
mostly childless 
mostly not employed 5.2 3.8 5.7 3.9 2.0 3.4 3.1 3.9 9.4 2.2 10.0 0.0 22 6 
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4.G Average percentage of time in selected social roles between age 30 years and the first survey, and average 
number of children within the constructed social-role groups for the Australian Family Project (AFP) and 
Follow-up samples, birth cohort 1946-56 
Constructed social-role 
groups between ages 
Percentage of time spent within social roles between age 30 years and the first survey 
Employed Full- t ime employed Married Number of children 
20 and 29 years A F P Fol low-- u p AFP Follow-- u p AFP Follow - u p AFT Follow-- u p 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
Mostly employed, 77.5 35.0 91.5 18.6 39.4 43.8 21.3 37.9 82.0 34.7 87.0 36.8 2.5 1.1 2.1 1.0 
married, children 
Mostly not employed. 32.6 39.0 35.8 40.5 11.7 26.9 14.8 30.5 91.1 26.3 97.0 17.4 2.8 1.0 3.1 0.7 
married, children 
Mostly employed. 58.0 42.1 58.2 42.7 29.8 42.0 21.4 37.8 90.3 25.9 88.9 28.7 1.4 1.0 1,4 1.1 
married, childless 
Mostly single with 55.9 45.6 - - 28.7 36.2 - - 20.7 36.6 - - 2.1 1.1 - — 
children 
Mostly employed. 71.2 37.4 73.4 37.0 59.2 42.6 60.3 44.7 52.5 45.3 43.8 47.5 0.7 1.0 0.6 1.0 
single, childless 
Varied roles (total) 48.3 42.7 46.7 45.8 21.9 36.4 26.2 42.8 82.7 35.8 90.1 29.2 2.2 0.9 2.4 0.8 
s u b - g r o u p s : -
mostly employed and 62.1 42.3 40.3 45.5 19.4 36.0 15.7 37.5 82.1 36.6 83.8 36.6 2.5 0.8 2.9 0.3 
mostly with children 
mostly employed and 43.8 42.1 51.1 47.5 24.7 37.5 33.3 46.3 86.0 32.5 94.5 23.8 2.1 0.9 2.1 0.9 
mostly childless 
mostly not employed 41.9 42.7 + + 17.9 34.9 + + 75.0 42.7 + + 1.9 1.0 + + 
+ Too few cases to produce a reliable estimate. 
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4.H Average percentage of time in selected social roles between age 30 years and the first survey, and average 
number of children within the constructed social-role groups for the Australian Family Project (AFP) and 
Follow-up samples, birth cohort 1926-46 
Constructed social-role 
groups between ages 
Percentage of time spent within social roles between age 30 years and the first survey 
Employed Full- t ime employed Married Number of children 
20 and 29 years A F P Follow-- u p A F P Follow-- u p A F P Follow - u p A F P Follow-- u p 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
Mostly employed, 83.3 25.3 93.2 13.2 66.4 39.3 88.1 17.8 84.1 24.3 92.5 13.0 2.5 1.2 2.2 1.2 
married, children 
Mostly not employed. 45.8 35.8 53.5 34.5 27.3 34.4 33.6 36.3 93.1 18.6 92.5 20.6 3.3 1.4 3.4 1.5 
married, children 
Mostly employed, 53.9 39.3 80.0 19.3 33.5 39.5 58.8 33.9 86.9 30.1 93.1 7.1 1.6 1.0 0.7 0.7 
married, childless 
Mostly single with 61.6 31.5 - - 50.9 34.1 - - 48.7 47.5 - - 3.5 2.2 - -
children 
Mostly employed. 61.3 36.2 65.9 34.7 40.4 38.9 49.8 41.4 73.0 37.7 67.4 37.2 1.7 1.3 1.7 1.2 
single, childless 
Varied roles (total) 56.6 33.6 55.4 29.9 25.4 33.8 24.3 32.9 91.2 20.3 89.6 20.3 2.6 1.0 2.8 1.1 
s u b - g r o u p s : -
mostly employed and 67.2 31.2 62.1 34.9 42.2 38.1 41.4 40.1 82.6 28.7 84.6 23.4 2.5 0.9 2.6 0.6 
mostly with children 
mostly employed and 51.9 35.5 52.4 24.7 23.4 32.4 14.8 25.3 92.7 18.3 89.8 22.1 2.5 0.7 2.6 0.5 
mostly childless 
mostly not employed 57.0 30.7 48.8 29.3 16.7 28.9 9.5 13.9 95.0 13.9 97.5 7.3 2.8 1.4 3.3 1.9 
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4.1 Selected socio-demographic variables 
Birthplace was divided into four groups: Australia (67%); English speaking 
countries, including the United Kingdom, the United States and New Zealand 
(14%); Europe (11%); and other, including Asian and Pacific countries (8%). 
Marital status was measured in both surveys using questions about major 
marital status transitions (see as an example Q23(a) to Q25(e) in Appendix 3.A) 
and current-status circumstances (see Q14 in Appendbc 3.A). The statuses used 
in the present study were married/de facto union; never married; and 
separate, divorced or widowed. 
Employment status was divided into those employed, including part-time 
workers, full-time workers and studying in an educational institution; and 
those not employed. It was measured using both histories of major 
employment transitions (see as an example Q2 to Q6 in Appendix 3.A) and 
current-status information (Ql(e) and Q7 in Appendix 3.A). 
Number of children was extensively asked about in the first survey, while in 
the Follow-up Study questions were directed at the household composition 
(Q26 to Q28 in Appendbc 3.A) and children who had left home (Q36 to Q37 in 
Appendix 3.A), allowing the Study to add any new children to the total 
obtained in 1986-87. In the analyses it was found that women could be divided 
into three groups those with no children (32.7%); those with one or two 
(31.1%); and those with three or more (36.2%). 
Educational Attainment comprised schooling and tertiary education. In the 
analyses a three level indicator was used that contained 19 per cent of women 
who had at the most some secondary, 57 per cent who had completed at least 
their high school certificate or trade certificate, and 24 per cent who had tertiary 
qualifications (excluding a trade certificate). 
Occupational class was measured using a dummy variable: manual worker 
households (22%) versus non-manual worker households (78%). Women 
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were categorized using a preference system where first preference was given to 
the respondent's current occupation, then her previous job and finally her 
spouse's occupation. The ASCO system was employed to code occupational 
groups (Australian Bureau of Statistics, 1990c). The division between manual 
and non-manual remained extremely stable between the two surveys, and 
women who were not employed in 1990 and wanted to work mentioned that 
they would probably work in occupations similar to those they had previously. 
Spouses' occupational types had good agreement with respondents' 
occupational groupings. The occupational class division was strongly 
associated with respondents' educational attainment, with 50 per cent of those 
in a manual worker household having less than intermediate level schooling, 
while only 10 per cent of non-manual households had respondents with 
similarly low educations. 
Home ownership was defined by the respondents status in 1986-87, where 
renting was coded 1 (23%) and not renting as 0 (77%). 
Membership of various organizations was determined by Q45(d) shown in 
Appendix 3.A, with 46.2 per cent regularly participating in an organized 
activity. 
4 J Percentages of women born between 1946 and 1956 within selected indicators of social status for each 
early-adulthood group from the Australian Family Project sample 
S o c i a l S t a t u s I n d i c a t o r E a r l y - a d u l t h o o d Soc ia l R o l e s 
E , M , C 
( n = 5 8 ) 
N E , M , C 
( n - 1 5 9 ) 
E,1VI,NC 
( n = 1 0 5 ) 
s,c 
( " = 1 2 ) 
E , S , N C 
( n = 9 9 ) 
V - E , C 
( n = 3 2 ) 
V - E , N C 
( n = 6 3 ) 
V - N E 
( n = 2 5 ) 
To ta l 
( .1=553) 
B I R T H P L A C E 
A u s t r a l i a 56 .7 5 9 . 6 71 .1 91 .5 6 9 . 8 7 1 . 6 75 .4 6 8 . 9 6 7 . 0 
U K / U S A / N Z 16.4 16.2 2 0 . 7 - 15.6 12.9 10.2 13.2 15.6 
E u r o p e 17.0 17.1 8 .2 - 2 .8 12.8 11.1 7 .5 10 .9 
A s i a / P a c i f i c 10.0 7 .0 - 8 .5 11.8 2 .6 3 .3 10.4 6 . 5 
T o t a l 100 100 100 100 100 100 100 100 100 
E D U C A T I O N 
A t m o s t s o m e s e c o n d a r y 28 .6 36 .9 10.1 4 5 . 8 18 .0 14.1 9 .1 2 7 . 6 2 2 . 7 
C o m p l e t e d at least h igh s c h o o l or t r ade ce r t i f i ca te 4 8 . 7 5 9 . 2 56 .5 3 8 . 6 4 5 . 8 5 9 . 5 5 6 . 9 6 2 . 0 5 4 . 4 
C o m p l e t e d ter t iary e d u c a t i o n 2 2 . 7 3 .8 33 .5 15.6 3 6 . 2 2 6 . 3 34 .1 10.4 2 2 . 9 
T o t a l 100 100 100 100 100 100 100 100 100 
E,M,C refers to respondents who spent 5 years or more during their 20s employed and married with children. 
NE,M,C refers to respondents who spent 5 years or more during their 20s not employed, married with children. 
E ,M,NC refers to respondents who spent 5 years or more during their 20s employed, married with children. 
S,C refers to respondents who spent 5 years or more during their 20s single with children. 
E,S,NC refers to respondents who spent 5 years or more during their 20s employed, single and childless. 
V - E , C refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more with children. 
V - E , N C refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more childless. 
V - N E refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more not employed 
The measure of occupational status, defined in Appendix 4.1, could not be created in the Australian Family Project data set. 
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4.K Percentages of women born between 1926 and 1946 within selected indicators of social status for each 
early-adulthood group from the Australian Family Project sample 
Socia l S t a t u s I n d i c a t o r E a r l y - a d u l t h o o d Soc ia l R o l e s 
E , M , C 
( n = 4 7 ) 
N E , M , C 
( n = 2 4 7 ) 
E , M , N C 
( n = 4 4 ) 
S , C 
( n = 9 ) 
E , S , N C 
( n = 1 2 4 ) 
V - E , C 
( n = 3 0 ) 
V - E , N C 
( n = 7 8 ) 
V - N E 
( n = 4 4 ) 
T o t a l 
( n = 6 2 3 ) 
B I R T H P L A C E 
Aus t r a l i a 4 2 . 8 68 .5 54 .5 66 .2 6 1 . 5 5 5 . 7 6 5 . 8 78 .4 6 3 . 8 
U K / U S A / N Z 2 2 . 9 13.8 21 .2 11.2 10.0 12.5 11.6 13.8 13.9 
E u r o p e 2 6 . 8 I2 . I 17.4 13.3 16.0 16.7 18.5 3 .7 14 .9 
A.s ia /Pacif ic 7 .4 5 .6 7 .0 9 .3 12.6 15.1 4.1 4 .2 7 .4 
To ta l 100 100 100 100 100 100 100 100 100 
E D U C A T I O N 
At m o s t s o n i c s e c o n d a r y 4 1 . 7 47 .5 30 .9 8 0 . 2 2 6 . 8 39 .4 3 1 . 8 26 .5 3 8 . 1 
C o m p l e t e d at least h igh s c h o o l or t r ade cer t i f ica te 4 5 . 8 40 .4 46 .1 10.5 3 9 . 6 3 7 . 9 53 .1 49 .4 4 2 . 9 
C o m p l e t e d ter t iary e d u c a t i o n 12.5 12.0 23 .0 9 .3 3 3 . 6 2 2 . 7 15.1 24 .1 19.0 
To ta l 100 100 100 100 100 100 100 100 100 
R,M,C refers to respondcnls who spent 5 years or more during their 2()s employed and married with children. 
NIv,M,C refers to respondents who spent 5 years or more during their 20s not employed, married with children. 
I%M,NC refers to respondents who spent 5 years or more during their 20s employed, married with children. 
S,C refers to respondents who spent 5 years or more during their 20s single with children. 
I',,S,NC refers to respondents who spent 5 years or more during their 20s employed, single and childless. 
V-1%C refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more with children. 
V - R , N C refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more childless. 
V - N H refers to re.spondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more not employed 
'ITie measure of occupational status, defined in Appendix 4.1, could not l)e created in the Australian Family Projcct data set. 
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4.L Analysis of Variance showing the contribution of the early-adulthood social-role indicator to 
the variation within selected social roles over the life course for women from the Australian 
Family Project sample, born 1946-56 (N=553) 
Proportion of time spent in selected social roles between age 30 years 
and the first survey 
Ivmployed Married Number o f children 
Predictors df SS M I 'AN 
SS 
I- SS M I ' A N 
SS 
SS Ml" A N SS 1' 
Age in years (covariate) 1 0.91 0.91 6.50* 0.99 0.99 9.24* 43.04 43.04 48.53*** 
Mirthplace 3 0.25 0.08 0.60 0.84 0.28 2.64* 5.29 1.76 1.99 
Occupalional status 2 8.74 4.37 3 I . I 2 * * * 2.54 1.27 11 92** + 5.25 2.63 2.96 
liarly-adulthood social-role indicator 7 11.19 1.60 11. 12.47 1.78 16.69*** 286.52 40.93 46.15*** 
Ratio o f l^xplaincd to Total variation 
Contribution of .social-rolc carccrs 
Hta2 = 
Hta2 = 
0.25 
0.12 (.15 only predictor) 
I.;ta2 = 
Hta2 = 
0.26 
0.17 (.20 only prcdictor) 
Hta2 = 
Iita2 = 
0.44 
0.35 (.40 only predictor) 
d f refers to degrees o f f reedom; and SS refers to S u m s o f Squares. 
The def in i t ions o f b ir thplace and occupat iona l status can be found in Append i x 4.1. 
S ign i f i cance levels: * p < 0 . 0 5 ; • * p < 0 . 0 0 1 ; • * * p < 0 . 0 0 0 1 
I here were no s ign i f icant interaction terms. 
Kruska l-Wal l i s non-parametr ic Ana lys is o f Var iance tests produced s imi lar or better probabi l i t ies than those shown . 
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4.1VI Analysis of Variance showing the contribution of the early-adulthood social-role indicator to 
the variation within selected social roles over the life course for women from the Australian 
Family Project sample, born 1926-46 (N=623) 
Propor t ion of l ime spcnl in sclectcd social roles be tween age 30 years 
and the first survey 
Employed Married N u m h e r of chi ldren 
Predic tors df SS MI'lAN 
SS 
SS M I ' A N 
SS 
SS M l ' A N SS 1 
A g e in years (eovar ia te) 1 0 .23 0 .23 1.99 0 .08 0 .08 1.19 13.87 13.87 9 .33* 
Bir thplace 3 2 .50 0.«4 1.2^*** 0.58 0 .19 2 .96* 21 .88 7 .29 4 .91* 
Occupa t iona l s tatus 2 2 .85 1.42 \2A0*** 0.14 0 .07 1.07 29 .03 14.51 9 .77*** 
I'^arly-adultiiood social-role indicator 7 6 .79 0 .97 HAh*** 4 .99 0.71 11.02*** 255 .40 36 .49 24 .55*** 
Rat io o fF-xp la ined to l otal variation Eta2 = 0.14 I-;ta2 = 0 .13 Hta2 - 0 .26 
Cont r ibu t ion of social-role careers R t a 2 . 0 .08 (.()« only predictor) I':ia2 = 0 .1 l (. 1 1 otdy predictor) Hta2 0 .20 ( .22 only prcdic tor) 
tir refers to degrees of freedom; and SS refers to Sums of Squares. 
The definitions o f birthplace and occupational status can be found in Appendix 4.1. 
Significance levels: • p < { ) . ( ) 5 ; * * p < 0 . ( ) ( ) l ; * * * p <().()()() I 
There were no significant interaction terms. 
Kruskal-Wall is non-parametric Analysis of Variance tests produced similar or better probabilities than those shown. 
a 
V) 
No 
O 
O j 
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Appendices to Chapter Five 
5.A Cumulative proportion of women surviving without chronic 
disease for three cohorts 
Age at end Cohort 
of interval 1956-66 1946-56 1926-46 
(n=87) (n=97) (n=107) 
- 4 0.98 (.01) 1.00 (.00) 0.98 (.01) 
- 9 0.97 (.02) 0.98 (.01) 0.97 (.01) 
-14 0.95 (.02) 0.96 (.02) 0.92 (.03) 
-19 0.92 (.03) 0.94 (.02) 0.91 (.03) 
-24 0.81 (.04) 0.90 (.03) 0.91 (.03) 
-29 0.74 (.05) 0.88 (.03) 0.89 (.03) 
-34 0.70 (.06) 0.85 (.04) 0.85 (.03) 
-39 [28] 0.71 (.05) 0.79 (.04) 
-44 0.61 (.08) 0.72 (.04) 
-49 [30] 0.64 (.05) 
-54 0.49 (.06) 
-59 0.36 (.06) 
-63 0.33 (.07) 
[13] 
Note: Standard errors are in round brackets, and number entering the last inter\-al for each cohort in 
square brackets. 
5.B Mental disorders and the GHQ 
As part of the disease histories, diagnosed mental disorders were asked about 
(see Appendix 3.A, Q52): a total of 9 per cent had a diagnosed mental disorder 
and 13 per cent had ever been diagnosed with a mental problem. In the 
National Health Survey 8 per cent mentioned similar conditions. Ninety-nine 
per cent of the present study's respondents who scored below 2 on the GHQ did 
not have a diagnosed mental problem; of those who were 'unstable' (scores 2 
to 5), 90 per cent had no formal diagnosis; and of those who scored 6 to 10 on 
the GHQ, 65 per cent reported no diagnosed problem. It can be seen that there 
was an increase in formal diagnoses with a rise in GHQ score, but there were 
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still large proportions who were severely impaired but not diagnosed with a 
mental disorder. Goldberg and Williams (1988: 1) wrote: 
... in order to be said to be suffering from a major depressive episode the 
patient must not only have complained of symptoms of a mood disorder 
for at least two weeks, but also to have experienced at least four from a 
possible list of eight other symptoms that commonly accompany severe 
depressive illness. ... [Furthermore,] there is much evidence to show that 
the decision made by a general practitioner to refer a patient to a psychiatrist 
is much influenced by the patient and the family. 
Thus, it is probable that a substantial number of women who are mentally ill 
are not formally diagnosed. 
5.C Personality 
Personality was measured in the Follow-up Survey using a short-form of 
Eysenck's introversion-extroversion scale (Eysenck et al., 1985). Seven 
questions were asked (see Q46(a)-47(b) in Appendix 3.A): each question had a 
yes or no response scored either 0 or 1, in the direction of extioversion, with 
scores ranging from 0 (extremely introverted) to 7 (extremely extroverted). A 
mean of 4.9 (S.D. = 1.7) was obtained. The items were found to have a 
Kurder-Richardson 20 coefficient (Guildford and Fruchter, 1981), based on 
homogeneity, of 0.67, suggesting that the scale was reasonably reliable. 
S.D Supporting health indicators 
Fatigue was measured by three questions collected in 1990 that asked about how 
tired respondents felt at work (see Q13(e) in Appendix 3.A), doing housework 
(see Q35(d) in Appendix 3.A) or generally (see Q63(e) in Appendix 3.A). The 
measure was constructed with three categories - those that did not mention 
feeling tired (19.2%); those that mentioned being tired only on one occasion 
(27.1%); and those that reported feeling tired in more than one situation 
(53.7%). The fact that a large proportion were fatigued supports Redman and 
colleagues (1988) findings where 70.3 per cent of women experienced feelings of 
tiredness. It would seem, therefore, that fatigue is a health complaint that 
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affects many women in the community. A moderate association was found 
between fatigue and the GHQ, with a Kendall's Tau-b correlation equal to 0.31. 
This association was expected because feelings of depression and anxiety are 
often associated with tiredness. On the other hand, fatigue had a weak 
relationship with physical health, with a Kendall's Tau-b correlation of 0.12. 
Loneliness was determined by three questions asked in 1990 that inquired about 
desire for more contact with spouse (see Q21(b) in Appendix 3.A) and other 
people (see Q45(b) in Appendix 3.A), and perceived lack of confidants (see 
Q45(a) in Appendix 3.A), Again, a three level measure was developed that 
contained those with perceived adequate levels of support (53.9%); those that 
felt they lacked confidants but did not want to see more people (33.1%); and 
those that desired more contact with people (13.0%). It had no significant 
relationship with fatigue or physical health, and a weak association with the 
GHQ (Kendall's Tau-b = 0.11). 
The physiological risk factors asked about in the 1990 survey were: high blood 
pressure (10.8% reported diagnosed blood pressure abnormalities); high 
cholesterol (8.9% had cholesterol problems); and height and weight to 
construct a body mass index (BMI - kg/m ), with 12 per cent underweight (BMI 
< 20), 68.9 per cent in the normal range (20=< BMI < 26), and 19.4 per cent 
overweight (BMI > 26). Other medically-defined risks, such as smoking, lack of 
exercise and alcohol consumption, were not measured. Self-reported risk 
factors were included in the study not as measures that could be associated with 
disease but as indicators that may contribute to people's evaluations of their 
health. 
High blood pressure and cholesterol were mainly reported by older 
respondents, leaving little to no variation among young women. On the other 
hand, BMI scores varied within all birth cohort groups, with younger 
respondents tending to have had a greater proportion underweight, while older 
women had more overweight. Furthermore, there was a slight trend towards 
increasing BMI scores with poorer physical health (Kendall's Tau-b = 0.12): 
mental health indicators were relatively independent of BMI scores. 
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A physical health indicator was developed using a rating that combined 
reported diseases, functional dependency, pain and medication use. This 
measure was needed to examine self-rated health to reduce collinearity between 
health indicators, provide a more sensitive rating than diseases, and increase 
the statistical power of the analysis by reducing the degrees of freedom used and 
increasing the numbers of respondents within categories. A growing number 
of researchers have used similar measures to distinguish between different 
levels of physical health (Mossey and Shapiro, 1982; Liang and Whitelaw, 1987; 
Blaxter, 1990). The literature also has suggested that lay evaluations of health 
are significantly associated with chronic diseases (Fylkesnes and Forde, 1991), 
and therefore, the present study's overall physical health rating was not likely 
to dramatically distort the underlying disease relationship with self-rated 
health. Table 5.D.1 describes the construction of the measure. Three levels 
were chosen - 'excellent' being those respondents with no physical disease or 
indication of illness; 'good' representing those reporting signs of illness, 
although not mentioned as a diagnosed condition, and those with a chronic 
disease that currently was not severe; and 'fair to poor' containing respondents 
who had severe chronic disease. A total of 43 per cent of respondents who were 
aged between 23 and 64 years obtained a rating of 'excellent' physical health; 39 
per cent 'good' health; and 18 per cent 'fair to poor' health. Thus, around 57 
per cent of respondents reported health problems: in comparison Blaxter (1990) 
found in the National Health and Lifestyle Survey conducted in the United 
Kingdom that 52 per cent of women aged between 30 and 69 years had a high 
rate of illness. 
The relationships found between the constructed measure and 
socio-demographic factors supported the literature: for example, older women 
and those in a lower occupational class were likely to have worse physical 
health. Furthermore, the rating was consistent with other sources of 
information obtained from respondents; those who reported that they had to 
stopped work because of sickness or disability scored worse than 'excellent' on 
the rating. Thus, these findings suggested that the constructed physical health 
indicator was sensitive to varying levels of physical well-being. 
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Table 5.D.1 
Construction of the physical health indicator 
CATEGORIES CRITERIA 
EXCELLENT No mention of physical disease + No pain + No drug use + Functionally, independent 
GOOD Ever diagnosed with chronic disease Pain Drug use 
FAIR OR POOR Functionally 
dependent 
Currently suffering 
two or more diseases 
Currently suffering 
from stomach or 
duodenal ulcer or 
migraine or arthritis 
or back or spinal 
disorder or kidney 
disease + 
Pain 
Currently suffering 
from heart disease or 
neoplasm or diabetes 
or bronchitis or 
emphysema or 
asthma or thyroid 
disease or other + 
Prescribed medication 
In relation to the types of diseases within the 'fair to poor' rating by birth 
cohort, it was found that older women were more likely to have had heart 
disease, arthritis or back or spinal problems than younger women. On the 
other hand, chronic conditions like asthma and thyroid disorders were reported 
at similar levels across birth cohorts. Consequently, the 'fair to poor' physical 
health rating had a different emphasis depending on the age of respondents: a 
result that supported the notion of age-related chronic diseases. 
Health-related childbearing difficulties was measured using a question from 
the Australian Family Project Survey that asked when a respondent first 
thought she might have difficulties having a child. The indicator was 
constructed to show the age at which a respondent had problems. In the 
analysis two measures were used: those with a problem before age 30 years; 
and those with a difficulty before age 40 years. A total of 15.2 per cent of 
respondents reported difficulties at some stage over their life. 
5.E Ordered probit models 
This statistical technique is an ordinal extension of the dichotomous probit 
model (McKelvey and Zavoina, 1975; Greene, 1991). It assumes that the 
dependent variable was measured using an ordinal scale but purports to 
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represent a true underlying interval measure. As a result, it is possible to make 
a distinction between the dependent variable of theoretical interest, y'', and the 
observed ordinally scaled dependent indicator, Y. It is assumed that Y^ " is 
interval level and satisfies a linear model:-
Y = fi'X + random error 
where 
Y=0 ifY <0, 
Y=1 ifO < y ' 
Y=2 if^. < Y ' 
Y=j if < Y . 
This is a form of censoring. The ^.'s are unknown parameters that are 
estimated by 1?. A stronger assumption is that the random error is normally 
distributed across observations, and the mean and variance of it are normalized 
to zero and one, respectively. 
A program called LEMDEP was used to carry out the analyses (Greene, 1990). It 
uses a maximum likelihood approach (Steepest descent and Fletcher Powell 
interations) to obtain estimates of the population parameters. To test the 
significance of various models a log-likelihood ratio was applied, lambda"^ 
(Wilks, 1962), where for large n 
x'=-21og?. = -2(L'(6')-L^6)) 
with L*{6) equal to the log of the likelihood function evaluated at point 6 (the 
Maximum Likelihood Estimate of BQ, CI2, /U^-l^' ^^^ ^ ^^^ 
of the likelihood function evaluated at point 6' (the Maximum Likelihood 
Estimate when the desired components are constrained to be fixed constants). 
* 2 0 X approximates G distribution (x^). 
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fi represents the amount of change in the dependent variable, Y"", on its 
(hypothesized) underlying scale which is brought about by a unit change in the 
independent variable. In terms of Y, this translates into the increment in 
probability of being in a higher response category brought about by a unit 
change in the independent variable. Note that the units on the underlying 
scale may bear no relation to those of the coding of Y in the corresponding 
regression analyses. Consequently, it follows that the marginal effects of the B's 
should be interpreted in terms of change in probability, i.e. change in Prob[Y=0; 
and Prob[Y=j] indicates the unambiguous direction and size of the shift in the 
distribution associated with the change in the independent variable while 
holding other variables at their sample means (Greene, 1991). 
Goodness of fit statistics can be constructed by using the maximum likelihood 
predictions of the probit equation. Thus, for any combination of the 
independent variables, the probit equation allows one to predict the probability 
that the dependent variable is in each of the categories of Y. Using Y' to 
represent the value that maximizes our maximum likelihood probability. Both 
Y and Y' are ordinal variables, and hence their association can be examined. 
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5.F Ordered probit regression coefficients showing self-rated health 
explained by specific health indicators! (n=289) 
Variable^ 
Model 1 Model 2 Model 3 
Coefficient Coefficient Coefficient 
(S.E.) (S.E.) (S.E.) 
Constant 0.37(.27) 0.02(.31) -0.08(.31) 
Birthplace: 
UK/USA/NZ -0.56(.22)* -0.51(.22)'^ 
Europe 0.67(.25)** 0.64(.25)** 0.64(.24)'^* 
Asia/Pacific -0.13(.25) -0.24(.26) -0.20(.26) 
Home ownership: 
renting in 1986-87 0.09(.18) 0.09(.18) 0.14(.18) 
Birthplace x home ownership: 
migrant x renting 0.38(.50) 0.35(.48) 0.34(.49) 
Personality:^ 
introvert-extrovert -0.06(.04) -0.06(.04) -0.05(.05) 
Physical health: 
good o.esc.is)***"^ 
fair/poor 
Fatigue: 
somewhat - 0.28(.22) 0.33(.22) 
very - 0.50(.21)* 0.55(.21)"^* 
High blood pressure: 
yes 0.54(.31) 
M^i(l) 1.85(.12)' 1.88(.12)- 1.90(.12)^ 
Significant levels: *p<0.05, **p<0.01, ***p<0.001, ****p<0.0001 
^ The GHQ scores, loneliness indicator, BMI measure and self-reported high cholesterol did not 
significantly contribute to the associations with self-rated health. Fatigue and GHQ were significantly 
related, with fatigue providing a better fitting model. Birthplace and home ownership were included 
because of sampling biases . 
^The dummy variable comparison groups were Australian bom; not renting; excellent physical health; 
not fatigued; and not hypertensive. 
^ Personality was also included as a control. 
Goodness of fit 
Observed 
self-rated 
health 
Model 1 
Predicted 
Model 2 
Predicted 
Model 3 
Predicted 
good 
fair/poor 
total 
excellent good feur/poor excellent good fair/poor excellent good fair/poor total 
3 3 5 1 2 3 7 4 7 2 3 5 4 9 2 8 6 
2 3 1 1 2 1 4 2 2 1 1 4 1 3 2 1 1 1 9 9 1 4 9 
2 2 2 3 0 2 2 1 3 1 2 2 2 3 0 5 4 
5 8 1 8 5 4 6 6 1 1 8 2 4 6 5 8 1 9 0 4 1 2 8 9 
Log likelihood = -236.8 Log likelihood = -233.2 Log likelihood = -230.9 
Xh = 113-5, p<0.0001 xho = 120.7, p<0.0001 xhi = 125.2, p<0.0001 
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5.G Ordered probit regression coefficients showing self-rated health 
explained by specific health indicators and open-ended responses 
for women bom 1956-661 (n=87) 
Model 1 Model 2 
Variable^ Coefficient Coefficient 
(S.E.) (S.E.) 
Constant 0.25(.58) 0.78(.79) 
Birthplace: 
U K / U S A / N Z -1.28(.78) -1.68(.87)* 
Europe -0.19(.61) -0.52(.84) 
Asia/Pacific -0.57(.37) -1.00(.75) 
Home ownership: 
renting in 1986-87 0.06(.30) 0.12(.38) 
Birthplace x home ownership: 
migrant x renting 0.71(.80) 0.97(.91) 
Personality:^ 
introvert-extrovert -O.Ol(.lO) -0.10(.14) 
Physical health: 
good 0.76(.29)'^^ -0.06(.43) 
fair/poor 0.87(.71) 
Open-ended responses: 
good lifestyle - -0.28(.46) 
no health problems but poor lifestyle - 0.80(.90) 
poor lifestyle -
reasonably healthv but mentions illness - 0.79(1.6) 
illness — 2.98(1.0)*-^ 
MH(1) 1.54(.20)^ 
Significant levels: *p<0.05, "p<0.01, »"p<0.001, *"*p<0.0001 
^The GHQ scores, loneliness indicator, fatigue and BMI measures did not significantly contribute to the 
associations with self-rated health. Birthplace and home ownership were included because of sampling 
biases . 
^The dummy variable comparison groups were Australian bom; not renting; excellent physical health; and 
never sick, ill or reasonably healthy. 
^ Personality' was also included as a control. 
Goodness of fit 
Observed self-related health 
excellent 
good 
fair/poor 
total 
Model 1 
Predicted 
Model 2 
Predicted 
excellent good fair/poor excellent good fair/poor total 
8 26 0 14 20 0 34 
1 37 2 5 32 3 40 
1 9 3 0 3 10 13 
10 72 5 19 55 13 87 
Log likelihood = -79.4 Log likelihood = -57.2 
X^s = 16.7, p<0.05 xh3 = 61.0, p<0.0001 
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5.H Ordered probit regression coefficients showing self-rated health 
explained by specific health indicators and open-ended responses 
for women bom 1946-561 (n=96) 
Model 1 Model 2 
Variable^ Coefficient Coefficient 
(S.E.) (S.E.) 
Constant 0.85(.67) 1.33(.72) 
Birthplace: 
UK/USA/NZ -0.58(.45) -0.52(.58) 
Europe 0.44(.88) 0.45(.82) 
Asia/Pacific 0.10(.97) 0.03(.74) 
Home ownership: 
renting in 1986-87 -0.26(.39) -0.90(.59) 
Birthplace x home ownership: 
migrant x renting 1.17(.10) 1.60(.ll) 
Personality:^ 
introvert-extrovert -0.27(. l l)* - 0 . 3 3 ( . l l ) " 
Physical health: 
good 0.27(.34) -0.17(.37) 
fair/poor 2.67(.45)**** 2.12(.54)**** 
Fatigue: 
somewhat 0.49(0.46) 0.55(.49) 
very 0.80(.36)* 0.60(.42) 
Lonely: 
very 0.74(.37)* 0.30(.60) 
Open-ended responses: 
no health problems but poor lifestyle - 1.56(.21) 
poor lifestyle - 2.11(1.0)* 
illness - 2.39(1.0)-^ 
2.54(.39)" 3.37{.87y M|i(l) 
Significant levels: *p<0.05, **p<0.01, ***p<0.001, •***p<0.0001 
^ BMI scores did not significantly contribute to the associations with self-rated health. Fatigue provided a 
better fitting model than GHQ. Birthplace and home ownership were included because of sampling biases 
^The dummy variable comparison groups were Australian bom; not renting; excellent physical health; not 
fatigued; not lonely or somewhat lonely; and never sick, ill or reasonably healthy or good lifestyle or 
reasonably healthy but mentions illness. 
^ Personality was also included as a control. 
Goodness of fit 
Observed self-related health 
excellent 
good 
fair/poor 
total 
Model 1 
Predicted 
Model 2 
Predicted 
excellent good fair/poor excellent good fair/f)oor total 
18 13 0 20 11 0 31 
9 42 1 10 41 1 52 
0 5 8 0 3 10 13 
27 60 9 30 55 11 96 
Log likelihood = -60.9 Log likelihood = -50.4 
Xhi= 63.9, p<0.0001 x^u = 85-1/ p<0.0001 
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5.1 Ordered probit regression coefficients showing self-rated health 
explained by specific health indicators and open-ended responses 
for women bom 1926-461 (n=106) 
Variable^ 
Model 1 Model 2 
Coefficient Coefficient 
(S.E.) (S.E.) 
Constant -1.13(.55) -0.92(.65) 
Birthplace: 
UK/USA/NZ 0.32(.39) 0.38(.52) 
Europe 0.82{A2)* 0.90(.53) 
Asia/Pacific 0.22(.98) 0.49(.86) 
Home ownership: 
relating in 1986-87 0.62(.63) 0.68(1.1) 
Birthplace x home ov^rnership: 
migrant x renting -2.19(11.1) -2.57(4.5) 
Personality:^ 
introvert-extrovert 0.03(.09) -0.02(.12) 
Physical health: 
good 1.89(.52)*** 
fair/poor 2.65(.73)*** 
GHQ score: 
unstable 0.42(.31) -0.21(.47) 
very unstable 1.91(.63)** 1.19(.77) 
Open-ended responses: 
good lifestyle - -0.14(.48) 
reasonably healthy - 0.92(.70) 
no health problems but poor lifestyle - 1.48(1.5) 
poor lifestyle - 2.87(1.4)* 
reasonably healthy but mentions Ulness - 0.65(1.5) 
illness - 2.58(.91)** 
2.65(.37)' 3.68(.89)" M^id) 
Significant levels: *p<0.05, "p<0.01, ***p<0.001, ***'^p<0.0001 
^ Fatigue, loneliness, BMI, hypertension and high cholesterol did not significantly contribute to the 
associations with self-rated health. Birthplace and home ownership were included because of sampling 
biases . 
^ The dummy variable comparison groups were Australian bom; not renting; excellent physical health; 
stable GHQ score; and not sick or ill. 
^ Personality was also included as a control. 
Goodness of fit 
Observed self-related health 
excellent 
good 
fair/poor 
total 
Model 1 
Predicted 
Model 2 
Predicted 
excellent good fair/poor excellent good fair/poor total 
1 3 8 0 1 4 7 0 2 1 
6 4 5 6 7 4 5 5 5 7 
0 1 1 1 7 0 5 2 3 2 8 
1 9 6 4 2 3 2 1 5 7 2 8 1 0 6 
Log likelihood = -63.0 Log likelihood = -50.0 
Xho= 87.3, p<0.0001 x\6 = 1 1 3 - 3 ' P<0.0001 
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5.J Ordered probit regression coefficients showing the effect of 
chronic disease status on self-rated health between the surveys 
(n=289) 
Variablel Coefficient (S.E.) 
Constant -0.23 (.28) 
Self-rated health (1986-87): 
good 1.44 (.IS)"^ 
fair/poor 1.87 (.25)* 
Birthplace: 
U K / U S A / N Z -0.36 (.23) 
Europe 0.43 (.27) 
Asia/Pacific 0.16 (.29) 
Home ownership: 
renting in 1986/87 0.03 (.18) 
Birthplace x home ownership: 
migrant x renting 0.02 (.45) 
Personality:^ (introvert-extrovert) -0.06 (.04) 
Disease status: 
chronic disease after 1986-87 0.79 (.21)=^ 
chronic disease before 1986-87 1.01 (.19)* 
2.06 (.15)" 
Significance levels: * p<0.0001 
^The dummy variable comparison groups were excellent self-rated health; Australian bom; not renting; and 
no reported disease. Birthplace and home ownership were included because of sampling biases. 
^ Personality was also included as a control 
Goodness of fit 
Observed Predicted self-rated health 1990 
excellent good fair/poor total 
excellent 58 27 1 86 
good 24 113 12 149 
fair/poor 1 31 22 54 
total 83 171 35 289 
Log - likelihood = 215.7; X^ io = 155.6, p<0.0001 
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5.K Cox proportional hazards parameter estimates showing the 
effect of self-rated health in 1986-87 on chronic disease onset 
(n=213)l 
Variable^ Estimated 
Parameter 
(S.E.) 
Age (years) 0.04 (.02) 
Birthplace: 
UK/USA/NZ 0.37 (.68) 
Europe -1.20 (1.1) 
Asia/Pacific -0.65 (1.1) 
Home ownership: 
renting in 1986/87 0.91 (.64) 
Birthplace x home ownership: 
migrant x renting -0.01 (1.0) 
Occupational class: 
manual worker household 0.24 (.59) 
Personality (rntrovert-extrovert) 0.31 (.15)* 
Self-rated health (1986-87): 
good 0.63 (.56) 
fair/poor 1.92 (.67)** 
Significance levels: * p<0.05; ** p < 0.005 
^ Women who developed a chronic disease before the first survey were excluded from the analyses. 
Log-Likelihood = -97.07; X^ = 19.00; d.f. = 10; p < 0.05 
N = 213; respondents first developing chroruc disease between the surveys = 20. 
^ The dummy variable comparison groups were excellent self-rated health; Australian bom; not renting; 
and non-manual worker household. 
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Appendices to Chapter Six 
6.A Cox proportional hazards parameter estimates showing the 
relationship between early-adulthood social-role careers and the 
onset of chronic disease over the ages 30 to 39 years (n=183) 
Estimated 
Variablel Parameter 
(S.E.) 
Controls 
Age in 1990 (years) -0.06 (.03)=^ 
Birthplace: 
UK/USA/NZ 0.12 (.61) 
Europe -0.55 (.81) 
Asia/Pacific 0.08 (.82) 
Home ownership in 1986-87: 
renting 0.71 (.68) 
Occupational class: 
manual worker household 0.47 (.52) 
Health-related child-bearing problems: 
yes 0.54 (.80) 
Nimiber of children: 
three or more 0.55 (.52) 
Personality (introversion - extroversion) 0.13 (.13) 
Social-role participation between ages 20 and 29 years: 
mostly employed with children^ 4.00 (.99) 
mostly not employed, married with children 4.01 (1.22)** 
mostly employed, married and childless 3.16 (.1.39)* 
mostly employed, single and childless 3.79 (.1.31)* 
varied combinations but mostly employed and 1.44 (1.15) 
mostly with children 
varied combinations but mostly employed and 2.82 (1.18)* 
mostly childless 
Significance levels: * p < 0.05; ** p < 0.001; *** p < 0.0001 
Number of respondents developing a chronic condition = 23. 
Log-Likelihood = -102.77; x^ = 27.4; d.f. = 15; p < 0.05 
^ Women who developed a chronic disease before age 30 years were excluded from the analyses. The 
dummy variable comparison groups were Australian bom; not renting; non-manual worker household; no 
child-bearing problems; less than three children; 9 or 10 years employed with children; and varied roles but 
mostly not employed. 
2 Marital status was not important. Furthermore, women who had spent 9 or 10 years employed with 
children were excluded from this group because they tended to have had a lower risk of chronic disease. 
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6.B The influence of early-adulthood social roles on self-rated health: 
evidence from the Australian Family Project national sample 
The Australian Family Project collected limited information on health status 
(see Table 3.4.1, p. 43), especially data on physical and mental health. It did, 
however, ask respondents to rate their general health, and gathered some 
information on health-related childbearing problems. In this appendix 
self-reported health is used to examine the health consequences of 
early-adulthood social-roles within a nationally representative sample. 
In chapter five it was concluded that there are substantial cohort differences in 
how women perceive their health: younger women were more likely to rely 
on their feelings than older women who used a more medical model. 
Consequently, the analysis presented in Table 6.B.1 has been stratified by cohort. 
The results show that early-adulthood roles are significantly associated with 
self-rated health for each cohort. Thus, the findings support the hypothesis 
outlined on page 95 and the analysis using the Follow-up sample. Given the 
multi-dimensional nature of self-rated health, the cross-sectional measurement 
and the absence of many control variables, especially health conditions 
developed before age 30 years, it is unwise to compare the relative importance 
of each social-role group within Table 6.B.1 to those shown in Table 6.2.1. For 
example, in addition to cohort differences in the perception of self-ratings, the 
relationship between early-adulthood social roles and self-rated health varied 
between cities for women bom between 1946 and 1956. 
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Table 6.B.1 Ordered probit analysis showing the relationship between 
early-adulthood social roles and self-rated health in 
1986-87, the Australian Family Project Sample 
Variablel 
Estimated Parameter 
(S.E.) 
Model 1 Model 2 
b. 1926-46 b.1946-56 
(n=639) (n=562) 
Constant -1.34 (.42)** -0.58 (.61) 
Controls 
Age in 1990 (years) 0.04 (.01)**** 0.02 (.02) 
Birthplace: 
UK/USA/NZ -0.16 (.13) 0.12 (.14) 
Europe 0.45 (.13)*** 0.40 (.16)* 
Asia/Pacific -0.05 (.20) 0.14 (.18) 
Home ownership in 1986-87: 
renting 0.16 (.13) 0.46 (.12)*** 
Occupational class: 
manual worker household 0.16 (.11) 0.19 (.12) 
Health-related child-bearing problems: 
yes 0.10 (.12) 0.40 (.13)** 
Number of children: 
three or more 0.04 (.06) 0.17 (.12) 
Social-role participation between ages 20 and 29 years: 
mostly employed, married with children^ 0.59 (.19)** -0.27 (.23) 
mostly not employed, married with children 0.06 (.16) -0.43 (.17)** 
mostly employed, married and childless 0.21 (.22) -0.45 (.19)* 
mostly single with children 1.17 (.72) 0.98 (.68) 
mostly employed, single and childless 0.15 (.17) -0.24 (.18) 
varied combinations but mostly employed and -0.02 (.31) -0.36 (.30) 
mostly with children 
varied combinations but mostly employed and -0.33 (.19) -0.46 (.20)* 
mostly childless 
Mh(1) 1.41 (.06)**** 1.57 (.08)**** 
Significance levels: * p < 0.05; ** p < 0.01; *** p < 0.001; **** p < 0.0001 
Log-Likelihood for model 1 = -634.02; x^ = 61-15; d.f. = 15; p < 0.0001 
contribution of social-role participation - x^ = 25.02; d.f. = 7; p < 0.0001 
Log-Likelihood for model 2 = -511.07; x^ = 59.20; d.f. = 15; p < 0.0001 
contribution of social-role participation - x^ = 14.94; d.f. = 7; p < 0.05 (the size of the effect was 
masked by significant variation between cities ) 
^ Women who developed a chroruc disease before age 30 years were included from the analyses. The 
dummy variable comparison groups were Australian bom; not renting; non-manual worker household; no 
child-bearing problems; less than three children; more than 8 years employed, married with children; and 
varied roles but mostly not employed. 
2 Women who had spent 9 or 10 years employed, married with children were excluded from this group 
because they had tended to have better self-ratings of health. 
6.C Adjusted regression coefficients, x^ values and probabilities for selected pair-wise comparisons 
of the early-adulthood social-role groups associated with the results shown in Table 6.2.1 
Social-role Reference group 
group 
B 
NE,M,C 
prob B 
E,M,NC 
prob B 
E,S,NC 
prob B 
V-E,C 
X^ prob B 
V-E,NC 
x2 prob B 
V-NE 
x2 prob 
E,C 0.75 3.00 .08 1.27 4.08 .04 0.58 1.46 .23 1.68 6.76 .009 1.79 7.46 .006 2.92 13.22 .0003 
NE,M,C 0.52 0.76 .38 -0.17 0.18 .67 0.93 2.96 .08 1.04 3.18 .07 2.17 8.26 .004 
E,M,NC -0.52 -0.69 1.42 .23 0.41 0.28 .60 0.52 0.44 .51 1.65 2.50 .11 
E,S,NC 0.17 0.69 1.10 3.76 .05 1.21 4.10 .04 2.34 9.08 .003 
V-E,C -0.93 -0.41 -1.10 0.11 0.02 .89 1.24 1.40 .24 
V-E,NC -1.04 -0.52 -1.21 -0.11 1.13 1.04 .31 
V-NE -2.17 -1.65 -2.34 -1.24 -1.13 
x^s were derived from the change in Log-Likelihoods between the full model and the model minus the respective social-role group (d.f. = 1). 
E,C refers to respondents who spent at least 5 years but less than 9 years during their 20s employed with children 
NE,M,C refers to respondents who spent 5 years or more during their 20s not employed, married with children 
E ,M,NC refers to refers to respondents who spent 5 years or more during their 20s employed, married with children 
E,S,NC refers to respondents who spent 5 years or more during their 20s employed, single and childless 
V-E,C refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more with children 
V-E,NC refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more employed and 
5 years or more childless 
V-NE refers to respondents who experienced various role combinations but who spent 5 years or more not employed. It also includes women who spent 9 to 10 
years employed with children (n=2). 
^ 
n" 
K) 
K) 
O 
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6.D Percentage distribution of first chronic disease developed after 
age 30 years for each early-adulthood social-career group 
(women bom 1926-56) 
Social-role participation between ages 29 years^ 
Chronic disease status^ E,C 
(n=18) 
NE,M,C 
(n=50) 
E,M,NC 
(n=21) 
E,S,NC 
(n=42) 
V-E,C 
(n=19) 
V-E,NC 
(n=22) 
V-NE 
(n=ll ) 
No chronic disease 49.1 55.7 84.2 68.5 72.8 86.9 92.0 
Heart disease - 1.8 - - - 2.9 -
Neoplasms 11.2 2.0 - 5.9 - - -
Stomach or duodenal ulcers - 9.5 - 6.3 - - -
A s t h m a - 2.1 - 2.6 5.6 - -
Chronic Bronchitis & 
Emphysema 
- - - - 10.5 - -
A r t h r i t i s 11.2 6.4 - 3.5 11.1 5.4 -
A back or spinal condition 16.8 6.4 4 .7 6.0 - - -
Kidney disease 5.7 - - 2.3 - - -
Thyroid disease - 2.1 4.4 - - 4.8 -
O t h e r 6.0 14.0 6.3 4.9 - - 8.0 
Total % 100 100 100 100 100 100 100 
Note: 
E,C - Mostly employed with children 
NE,M,C - Mostly not employed, married with children 
E,M,NC - Mostly employed, married and childless 
E,S,NC - Mostly employed, single and childless 
V-E,C - Varied combinations but mostly employed and mostly with children 
V- E,NC - Varied combinations but mostly employed and mostly childless 
V-NE - Varied combinations but mostly not employed 
^ Specific diseases represent the first condition developed since age 30 years. 
^Women who developed a chronic disease before age 30 years were excluded. 
6.E Adjusted regression coefficients, x^ values and probabilities for selected pair-wise comparisons of the 
early-adulthood social-role groups associated with the results shown in Table 6.2.2 
Social-role Rcfcrence group 
groups N1-,M,C E,M,NC R,S,NC+NI2 E,S,NC+E V-I<,NC+Nli V - N H 
n prob n prob IJ x2 prob 13 x2 prob 13 X2 prob 13 x2 prob 13 x2 prob 
0.35 0.24 .62 0.91 0.52 .47 -1.29 2.62 .11 0.81 0.84 .36 1.11 1.32 .25 0.82 0.64 .42 2.36 4.78 .03 
N1-;,M,C 0.56 0.24 .62 -1.65 5.64 .02 0.46 0.46 .50 0.75 1.14 .29 0.46 0.30 .58 2.01 6.30 .01 
F„M,NC -0.56 -2.20 3.94 .05 -0.10 0.00 1.0 0.20 0.02 .89 -0.09 0.00 1.0 1.45 0.88 .35 
i-:,s,NC+Ni-; 1.65 2.20 2.11 6.06 .01 2.40 7.04 .008 2.11 5.84 .02 3.66 14.34 .0002 
r„S,NC+F, -0.46 0.10 -2.11 0.29 0.12 .73 0.01 0,00 1.0 1.55 2.06 .15 
V-E,C -0.75 -0.20 -2.40 -0.29 -0.29 0.08 .78 1.26 1.26 .26 
V-R,NC+Nli -0.46 0.09 -2.11 -0.01 0.29 1.55 1.58 .21 
v-Ni; -2.01 1.45 -3.66 -1.55 -1.26 -1.55 
x^s were derived from the change in Log-Likelihoods between the full model and the model minus the respective social-role group (d.f. = 1). 
E,C refers to respondents who spent at least 5 years but less than 9 years during their 20s employed with children 
NE.M.C refers to respondents who spent 5 years or more during their 20s not employed, married with children 
E,M,NC refers to refers to respondents who spent 5 years or more during their 20s employed, married with children 
E,S,NC+NE refers to respondents who spent 5 years or more during their 20s employed, single and childless, and 5 years or more not employed during their 30s 
E,S,NC+E refers to respondents who spent 5 years or more during their 20s employed, single and childless, and 5 years or more employed 
V - E , C refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more during their 20s employed and 
5 years or more with children 
V-E ,NC+NE refers to respondents who did not spend 5 years or more in a uniform combination of roles, but rather spent 5 years or more during their 20s 
employed and 5 years or more childless, and 5 years or more not employed during their 30s 
V - N E refers to respondents who experienced various role combinations but who spent 5 years or more during their 20s not employed. It also includes women 
who spent 9 to 10 years employed with children during their 20s (n=2). 
O) 
5-
K) 
K J tsj 
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6.F Cox proportional hazards parameter estimates showing the 
relationship between a more conventional indicator of social 
roles and the onset of chronic disease over the ages 30 to 63 years 
(n=183) ^ 
Estimated Parameter 
Variable! (S.E.) 
Model 1 Model 2 
Controls 
Age in 1990 (years) -0.07 (.03) -0.06 (.03) 
Birthplace: 
UK/USA/NZ 0.25 (.40) -0.14 (.42) 
Europe -0.22 (.43) -0.35 (.44) 
Asia/Pacific -0.38 (.77) -0.53 (.82) 
Home ownership in 1986-87: 
renting 0.46 (.57) 0.61 (.62) 
Birthplace x Home ownership: 
migrant x renting -0.10 (.94) 0.65 (1.0) 
Occupational class: 
manual worker household 0.37 (.31) 0.20 (.32) 
Health-related child-bearing problems: 
yes 0.21 (.36) 0.32 (.38) 
Number of children: 
three or more 0.14 (.29) 0.03 (.33) 
Personality (introversion - extroversion) 0.02 (.07) 0.01 (.08) 
Employment Status at exact age 30 years 
not employed 0.43 (.31) 0.77 (.40) 
Social-role participation between ages 20 and 29 years: 
mostly employed with children^ - 3.42 (.72)'^ '^ ** 
mostly not employed, married with children - 2.36 (.78)"^ * 
mostly employed, married and childless - 2.04 (.91)* 
mostly employed, single and chUdless - 2.61 
varied combinations but mostly employed and - 1.27 (.74) 
mostly with children 
varied combinations but mostly employed and - 1.39 (.86) 
mostly childless 
Significance levels: * p < 0.05; ** p < 0.01; *** p < 0.001; **** p < 0.0001 
Number of respondents developing a chronic condition = 56. 
Log-Likelihood for model 1 = -238.29; x^ = 13.80; d.f. = 11; p = 0.24 
Log-Likelihood for model 2 = -223.79; x^ = 42.79; d.f. = 17; p < 0.001 
1 Women who developed a chronic disease before age 30 years were excluded from the analyses. The 
dummy variable comparison groups were Australian bom; not renting; non-manual worker household; no 
child-bearing problems; less than three children; and varied roles but mostly not employed. 
^ Marital status was not important. Furthermore, women who had spent 9 or 10 years employed with 
children were excluded from this group because they tended to have had a lower risk of chronic disease. 
^ Other social roles, such as marital status and parental status produced substantially poorer-fitting 
models. Similarly, interaction effects and changes in social roles between exact age 20 years and exact age 
30 years produced worse-fitting models. Also, the anchoring period 30 to 39 years and employment 
participation at exact age 40 years and changes in social roles between age 30 and 39 years did significantly 
contribute to a chronic disease model restricted to the period 40 to 63 years. 
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6.G Percentages of women bom between 1926 and 1956 in each 
early-adulthood social-career group with particular health 
characteristics in late-early adulthood 
Cohort^ 
Social-role participation between ages 
20 to 29 yearsl 
1926-56 1926-46 1946-56 
% with % with % with % with % with 
chronic chronic chronic very 'fair' or 
disease disease disease 'unstable' 'poor' self-
between between between mental rated 
30-39 years 30-39 years 30-39 years health health 
in 1990 in 1990 
31.2 32.9 28.5 0.0 0.0 
17.3 9.8 31.1 25.5 20.3 
Mostly employed with children'^ 
Mostly not employed, married with 
children 
Mostly employed, married and 
childless 
7.6 0.0 9.0 4.5 0.0 
Mostly employed, single and childless 13.0 
Varied combinations but mostly 5.2 
employed and mostly with children 
Varied combinations but mostly 5.1 
employed and mostly childless 
Varied combinations but mostly not 0.0 
employed 
10.8 15.2 15.6 
8.2 0.0 0.0 
10.8 
0.0 
0.0 
0.03 
0.0 
0.03 
9.8 
0.0 
5.9 
0.03 
Note: The percentages refer to women within social-career groups. For example, 31.2 per cent of women 
who had spent most of their 20s employed while married with children developed a chronic disease in their 
30s. 
^ Women who developed a chronic disease before age 30 years were excluded. 
^ The cohort was split into those bom 1926-46 and these bom 1946-56. For the younger cohort the 
percentages with very 'unstable' mental health (score 6 to 10 on the GHQ) and 'fair' or 'poor' self-rated 
health in 1990 also are shown. 
^ Only one case. 
^ Marital status was not important, although 80 per cent of these women had spent at least five years 
employed, married with children between the ages 20 and 29 years. 
Appendices 225 
6.H Percentages of women bom between 1926 and 1946 in each 
early-adulthood social-career group with particular health 
characteristics in middle age 
Social-role participation between ages ^ % with chronic % with very 
— . - - o disease developed imstable mental 
between ages 40 health 
and 63 years 1 inl9902 
20 to 29 years 
% with 'fair' or 
'poor' self-rated 
health 
inl9902 
Mostly employed with children^ 
Mostly not employed, married with 
children 
36.8 
46.1 
21.8 
0.0 
37.5 
16.9 
Mostly employed, married and 
childless 
27.2 48.8 76.0 
Mostly employed, single and childless 
Varied combinations but mostly 
employed and mostly with children 
Varied combinations but mostly 
employed and mostly childless 
Varied combinations but mostly not 
employed 
38.0 
37.5 
19.3 
9.1 
11.1 
39.3 
21.0 
14.8 
19.8 
29.3 
10.1 
14.8 
Note: The percentages refer to women within social-career groups. For exarriple, 36.8 percent of women 
who had spent most of their 20s employed while married with children developed a chronic disease between 
the ages 40 and 63 years. 
^ Women who developed a chroruc disease before age 40 years were excluded.. 
^ These women were aged 43 to 63 years in 1990. Women who developed a chronic disease before age 30 
years were excluded. 
^ Marital status was not important, although 80 per cent of these women had spent at least five years 
employed, married with children between the ages 20 and 29 years. 
